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TREATMENT OF SCALP WOUNDS IN AIR-RAID AND OTHER 
CASUALTIES 


BY 


E. H. BOTTERELL, 


M.S.Tor., F.R.C.S.C. 


Lieut.-Colonel, R.C.A.M.C. 
AND 
GEOFFREY JEFFERSON, M.S., F.R.C.S. 


Professor of Neurosurgery, 


In a military sense the scalp wound is the most important 
of head injuries, since it eventually produces the least dis- 
ability. If disablement does follow it is due to deeper 
injury, either from penetration of the calvarium and dura 
or from cerebral contusion. But the development of sepsis 
in otherwise uncomplicated cases prevents rapid return to 
work. This has been the case in countries other than our 
own. Thus Briesen in a review of over five thousand head 
injuries in Los Angeles remarks that the longest periods 
of hospitalization were caused by septic scalp wounds. 
There is another important factor—that an infected scalp 
wound makes it impossible to undertake such exploratory 
punctures of the skull and dura as the later progress of 
the case may demand. Probably only those with con- 
siderable knowledge of head injuries realize how impor- 
tant a factor this is. The risk applies not only to air- 
raid casualties but also to road accidents, especially those 
of motor-cycle dispatch riders, to which Cairns (1941) in 
particular has paid attention. While we do not wish to 
overemphasize the dangers of scalp wounds, or to present 
the view that only a handful of men know how to treat 
them, we believe that some guidance will not be taken 
amiss by those with less experience of these cases. 


Mechanism of Injury 

A survey of a large number of casualties from several bombed 
cities indicated that roughly 25% of all patients admitted to 
hospital suffered from injury to the head, and 75% of these had 
scalp wounds of some sort. From their number scalp wounds 
became a problem of importance. The reason for the fre- 
quency of head injuries lies in the fact that so many air-raid 
casualties were caused by the collapse of a dwelling-house. 
Injuries in the open, in works, or in shelters were much rarer. 
The common story was that the patient was sitting in the 
kitchen or downstairs room when the house was shaken down 
by a near miss. The fact that the details of the injury were 
generally unknown to the patient was due to the traumatic 
amnesia that indicated concussion, and to the rapidity, if not 
the unexpectedness, of events. The scalp wound of the air- 
raid casualty looks as if finely ground brick, cement, and dirt 
had been blasted into the exposed tissues by a jet of compressed 
air. Ingrained in the margins of the scalp, embedded in the 
periosteum and in the muscle, is commonly a fine layer of this 
particulate matter. Most of the multiple injuries were due to 
flying glass ; there might be 10 to 50 or more small wounds on 
the neck, face, and scalp. Eye injuries were frequent, some- 
times with penetration of the globe ; more often there was con- 
junctivitis caused by blast-driven grit. 

Many of the patients had been buried, and appeared worse 
than they really were. Cleansing, washing, and shaving the 
head presented not a few technical difficulties to the uninitiated. 
Bomb fragments themselves rarely caused the injuries: most 
scalp wounds, apart from those due to flying glass, resulted 
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from the crushing of the scalp between the bone and falling 
debris, or from the ground if the patient was blown over—that 
is to say, many of the head injuries produced by air raids were 
caused by blunt types of violence. The scalp was squeezed 
until it gave way, when lateral movements might have come 
into play. These wounds were often irregular in shape, with 
contused edges. It was a characteristic that they were severely 
grimed: mortar, plaster, and brick dust were rubbed in at the 
time of impact, or found their way in as the patient lay im- 
prisoned in a heap of rubble. As a generalization it can be 
asserted that these wounds were much more contaminated than 
the ordinary accidental scalp wound of peacetime; further, 
that the force which produced them was much greater. It was 
not rare to find the pericranium ingrained with dirt, whilst it 
had often been so severely ground against the bone that a whole 
area of scalp might be torn away or pulverized out of existence. 
Most. scalp wounds penetrate into the areolar layer between 
the galea and pericranium, tailing off more superficially at the 
extremities of the wound. The crushing nature of the injuring 
force may be recognized in the contused state of the wound 
margins, the irregular shape of the object by a stellate or pleo- 
morphous pattern. A tearing movement may be added by the 
sliding of the scalp so that a flap is fashioned ; side tracks off 
the main traject are produced by sliding or by a broad surface 
of impact. Difficulties in excision may be introduced by the 
presence of horizontal slits in the scalp parallel to the skull 
contour. These are due to variable stresses in the layers of the 
scalp. 


The complicated nature of some of these wounds, particu- 
larly when tissue has been lost, calls for judgment and technical 
skill. 


Deep Injury in Scalp Wounds 

It has been said that penetration of the head by metallic 
fragments did not prove to be as common as preconceptions 
forecast. Window glass was a commoner missile, but was 
usually stopped by the calvarium. This barrier cannot be 
relied upon, and more than one patient had glass penetration 
as deep as the hypothalamus. Quite apart from penetration by 
flying fragments, cerebral contusion was not rare. 


Intradural contusion was evidenced by the frequency of the 
amnesia that betokens concussion, while routine lumbar punc- 
tures revealed the presence of blood in the cerebrospinal fluid 
in some 20% of apparently pure scalp wounds. McKissock 
and Brownscombe (1941) have had a similar experience in their 
series of scalp wounds. At the close of the last war one of 
us described the neurological signs presented by patients hit 
by high-velocity missiles, a point unrecognized by other ob- 
servers save one (Hine, 1918). Monoplegias, sensory and visual 
disturbances, and Jacksonian fits were all observed. It was 
anxiety on this score that caused the institution of the some- 
what ill-received instruction to notify scalp wounds. But there 
was another reason—the fact that penetration of the skull was 
too often being overlooked and that these wounds were not 
being treated with the foresight which their nature demanded. 

4251 








782 June 27, 1942 


Open Depressed Fractures 

In a physical sense the mass of the moving object, the 
velocity of the impact, and its surface area determine the nature 
of the resulting injury. An important additional factor that 
leads to much diversity of effect is the mobility of the head. 
which alters the duration of time during which the force is 
applied. As Trotter and Wagstaffe (1922) pointed out, high 
velocity and small mass result in local injuries, while the re- 
verse leads to a more general disturbance. A scalp wound 
incurred in the former conditions tends to be associated with a 
local depression in the calvarium, in the latter with a linear 
fracture of the base or vault or with nothing but a general 
commotion of the brain. Unconsciousness is more likely to 
be associated with the second type than with the first: a de- 
pressed fracture may be present in a conscious patient, as every 
experienced surgeon knows. But in spite of all teaching some 
depressed fractures have not been recognized, even though the 
wound is alleged to have been cleaned up and is sutured. The 
depression may not coincide with the centre of the scalp 
wound: the sliding of the scalp, already mentioned. allows 
for eccentric positioning of the bone damage. Any competent 
surgeon who has studied the subject can deal with these cases 
provided he has the right instruments and good lighting. The 
worst mischief has arisen when the bone injury has been badly 
dealt with and the wound allowed to become septic. Even 
the most skilled may then be powerless to save life. Those 
cases in which the wound overlies a depressed fracture enter- 
ing the frontal air sinuses are particularly difficult to deal with. 
The dura is often torn behind the sinus and must be sutured 
or covered with a fascial graft. All such cases should be sent 
at once to neurosurgical centres. 


Infection in Scalp Wounds 

Local infection disables the patient for days, while cellulitis 
leads to more prolonged disability. It is not generally recog- 
nized that when deep infection occurs it always does so only 
after a latent period of several days, so that if the patient is 
evacuated the original operator may be unaware of the sequel. 
Infection most often leads to osteomyelitis if there is an 
untreated depressed fracture as well. 

Our views on infection have been materially altered since 
the war began. We have come to learn that many of the 
more virulent organisms do not enter with the missile but are 
introduced into the wound when it is being dressed. The chief 
danger to the patient does not lie in the contaminated missile 
or the dry dust of the house, but in the mouths, throats, or 
fingers of those who inspect the open wound. The reassuring 
words of the doctor or nurse bending over the open wound 
may carry in the streptococcus. Even if he escapes infection 
through humanitarian utterances he may still become con- 
taminated in the hospital ward. Infection in the operating-room 
is probably rare now that the cellophane mask is coming into 
universal use. Hare and Willits (1942) state that 355 peace- 
time wounds were studied in the emergency departments of 
four general hospitals and first-aid Stations of two industrial 
plants within two hours of infliction. From only two wounds 
were haemolytic streptococci grown, and culture proved them 
to belong to Group H, a group usually not pathogenic for 
human beings: no infection developed. Few wounds of any 
severity gave sterile cultures. Of 108 wounds re-examined 
during convalescence 4 were now found to be infected. Miles 
et al. (1940) had already published similar findings. Hare and 
Willits conclude that Str. pyogenes is not present in the 
majority of wounds at the time of injury, and their further 
observations suggest that infection with staphylococci is not 
invariably due to their implantation at the time of wounding. 
If infection occurs, therefore, there has been some flaw in the 
treatment adopted. This is a challenge to surgery which must 
be accepted. No laissez faire attitude with regard to scalp or 
other wounds is tolerable. They are not doomed to infection. 


Surgical Treatment of Air-raid Casualties with 
Scalp Wounds 
All scalp wounds should only be finally sutured and closed 
definitely in an operating theatre under some type of 
anaesthesia ; and a scalp wound, like any other wound, should 
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undergo only one surgical cleansing, and that a complete one. 
It follows that first-aid treatment of scalp wounds should con- 
sist only of measures to control hemorrhage and to prevent 
contamination with pathogenic bacteria. ; 


This dual objective is best achieved by putting sulphathiazole 
or sulphanilamide, or a mixture of both (up to 5 g.), into the 
wound (Hawking, 1941), applying sterile dressings, and band- 
aging firmly to control haemorrhage. Rarely it may be necessary 
to insert a few sutures if haemorrhage is profuse. Primary 
closure in poor conditions, as in first-aid stations or surgeries, 
is a mistake. The wound must then not be further disturbed 
until the patient is ready to undergo pre-operative preparation 
in an operating-room. General physical examination and a 
search for abnormal neurological signs must precede opera- 
tion, and radiographs of the skull should be taken if in any 
wav possible. 


Cases classified only as scalp wounds, and sutured, have 
arrived at neurosurgical centres to have radiographs reveal 
fragments of bomb casing, stone, or glass lying within and 
outside the skull. Depressed fractures are readily identified 
in satisfactory radiographs, and operation is planned accord- 
ingly. However, it is the treatment of the common uncom- 
plicated scalp wound that is our primary concern. 


When more than one patient with a scalp wound is to be 
dealt with the wisest plan is to turn over the preparation of 
each patient, in an ante-room to the theatre, to a_ special 
assistant and a nurse, who do nothing else for the time being. 
This has proved to be a much quicker way than allowing the 
surgeon to shave the head as well as operate. Even if it means 
a choice between having an assistant or having a preparer, 
the decision should be for the latter except when a fracture is 
present. The actual preparation of the wound is very impor- 
tant; it should be done as follows. 


The wound should be filled with sterile gauze and the scalp 
scrubbed with soap and water. Shaving-cream or powdered or 
liquid shampoo soap is much superior to etherized green soap, 
which has poor qualities. Even ordinary toilet soap is to be 
preferred to it. Once the scalp has been scrubbed clean, with 
generous application of soap and water, the hair is cut widely 
with scissors or clippers and the scalp shaved. A wide area 
must be bared so that the surgeon can more clearly see what 
his problem is. A circular area with a radius of 3 inches from 
the wound must be shaved, and if multiple wounds are present 
or a large laceration has occurred the whole head should be 
shaved. To shave a scalp quickly and closely, a straight razor. 
or a safety-razor blade held in an artery clamp, must be used : 
safety-razors always become choked with a tangle of hair. To 
those who have dealt with air-raid casualties it will be apparent 
that this washing and shaving of the scalp is a most essential 
and not always an easy step in the operative procedure. 

With the wound now well defined, the surrounding scalp 
should be again washed with fresh soap and water and 
thoroughly irrigated with sterile normal saline. Fresh sterile 
gauze is placed in the wound and the surrounding scalp then 
repeatediy scrubbed with | in 5,000 perchloride of mercury. 
Spirit may be used, but is painful on a freshly shaved scalp 
as is tinct. iodine 2.5% ; proflavine, etc.. may be employed. 
Mechanical cleansing and thorough irrigation with norm.! 
saline is, however. the essential procedure. The patient is 
ready now to enter the operating-room. 


Anaesthesia 


Novocain should be injected in the subaponeurotic plane and 
well away from the wound but within the shaved area. A 1% 
solution of novocain (or one of its equivalents) with 3 drops 
of 1 in 1.000 adrenaline to the ounce should be used in quanti- 
ties up to 2 oz. Care must be taken that it does not all zo 
into the subaponeurotic areolar layer or pain will not be fully 
abolished. The scalp cannot be properly anaesthetized with- 
out the right sort of needle. The Labat 7 cm. is the best. It 
should be pushed its whole length in between skin and galea 
and the injection made as it is slowly withdrawn. It is then 
reintroduced in a deeper plane and the procedure repeated 
before moving on to the next area. By thus surrounding a 
wound or blocking its nerve supply, complete and satisfactory 
“anaesthesia of the wound edges is obtained and the skull loses 
its sensitiveness : all the relevant nerve supply enters from the 
exterior. 
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The Operation 


Once the scalp or the patient has been anaesthetized the 
wound should be opened up fully with retractors and its in- 
terior inspected in a good light. Portions of hair, masonry, 
dust, and other foreign matter are wiped out with wet swabs 
and the wound freely irrigated with sterile normal saline. As 
the wound is usually grossly contaminated with pulverized 
brick, cement, and dust driven in by the blast, actual applica- 
tion of soap and scrubbing-brush will be necessary. Saline 
alone will not get rid of dirt. The wound should be thoroughly 
irrigated with normal saline until it is “ white.” The floor of 
the wound is now examined for a crack or depressed fracture 
or hole of entry. 

Scalp wounds are apt to be more complicated than they 
look, and it is not always possible, unless really good radio- 
graphs have been taken beforehand, to know with absolute 
certainty that a fracture will not be found tucked away under 
a flap of skin. Even when the wound is first held open a 
fracture may not be seen. 

If there is a depression the operator may run into trouble. 
The withdrawal of a bone fragment may cause an ugly situa- 
tion in which every technical aid may be required. The easiest 
cases are those in which the bone has been fragmented and 
lies loose in the wound—e.g., in a gutter wound. The most 
dangerous are those in which a piece of bone is tilted edge-on 
against the sagittal or lateral sinuses. It is not our purpose to 
speak of the details of treatment in such emergency situations. 
But it must be affirmed that an excellent surface operation is 
within the powers of any surgeon with training, and that atten- 
tion should be focused on the more superficial parts, deep 
excursions into the brain being avoided. 

If no fracture is found after the wound has been thoroughly 
gone over, floor and sides, all bruised and damaged soft tissue 
must be removed from the floor, and the contused edges or 
even clean-cut edges should be excised. This must be done 
sparingly because the removal of wide ellipses of scalp leaves 
concave margins that cannot be approximated, so inelastic is 
the scalp proper. A slice 2 to 3 mm. in thickness is quite 
adequate. The hindrances to neat excision are two: first, the 
vascularity of scalp may cause free bleeding that impedes the 
view ; secondly, irregularities and cross-fissures in the wound 
may pass beyond the line of the intended cut. The first diffi- 
culty is got over by the finger-pressure of an assistant ex- 
sanguinating the scalp margins until artery clips can be placed 
on the galea and turned over. A quick worker can do this 
single-handed. The weight and pull of the forceps on the 
galea quickly stops the bleeding while the other side is dealt 
with. As for the cross-fissures, they do not matter if they are 
well cleaned and thoroughly irrigated with normal saline so 
that all dirt is removed mechanically, but if a fissure is large 
it calls for separate deliberate excision. At this stage sulphanil- 
amide, sulphadiazine, or sulphathiazole, or all three, should be 
freely dusted into the wound. Closure is effected by one row 
of sutures if the laceration is not excessively large or bleeding 
too profuse, and in those rarer wounds which do not divide 
the galea. Fine silk, “* fine dermal,” and nylon are all satisfac- 
tory suture material, though most neurosurgeons have come to 
prefer silk. Silkworm-gut, unless it is the finest procurable, is 
bad for the scalp. Closure of a scalp wound with one row of 
sutures requires that the skin and galea should be included in 
the stitch and just enough tension used in tying, so that good 
apposition is obtained and the margins of the wound lie flat. 
These stitches are put in at intervals of about 1 cm. When 
necessary more superficial sutures may be placed between them. 
A soft rubber (Penrose) drain should be brought out of one 
end of the incision or through a separate stab wound. 

When two rows of sutures are used the deeper layer of stitches 
takes only the galea; they are inserted about | cm. apart: 
after tying, the ends are cut very short—indeed, practically on 
the knot. Fine silk or fine nylon is the only type of material 
suitable for this deep layer of sutures. Buried catgut is 
thoroughly bad, for it leads to trouble. Linen thread and 
cotton are little better. The general surgeon would do best 
to use the one-layer closure. Again, it is best to drain such 
wounds just as if only one row of sutures had been put in. 

Following closure with one layer of sutures, and even if two 
rows have been used, a well-padded and firmly applied head- 


dressing is required. This, if it produces firm pressure on the 
scalp wound, will minimize bleeding. Dressings should be 
changed at the end of 12 to 18 hours—observing the most 
meticulous technique against droplet and cross-infection—the 
drain removed, and somewhat less firm dressings applied. Skin 
stitches may be removed after 3 to 4 days. 


Transportation of Cases of Head Injury 

It is commonly objected that head injury cases travel badly ; 
but recent experience has shown that they travel well (unless 
very deeply unconscious or moribund) both before and after 
operation, and it is important that surgeons correct their view 
on this matter. There is but little truth in the dogma that 
these patients cannot be moved, and all recent experience sup- 
ports the opposite view, provided the journey is not of too long 
duration. Hence certain cases of injury, when recognized for 
what they are—scalp wounds, complicated by (1) loss of scalp 
tissue ; (2) fractures of skull, especially those overlying the 
frontal sinuses ; (3) cerebral injury—should at once be moved 
to a proper centre, where they can be treated and retained. 
Semi-conscious or unconscious patients should always be 
nursed, or be transported in the prone or semi-prone position 
to secure unobstructed breathing and to prevent the inhalation 
of blood or vomitus. 

If through the exigencies of any particular circumstance 
patients cannot be moved, a thoroughly effective surface opera- 
tion should be aimed at. Skilful treatment of the superfices 
leads to primary healing and survival of the patient. Should 
a deep missile or deeply in-driven fragment require removal 
later, this can safely be done if the scalp wound is healed. In 
cases that were admitted to neurosurgical centres with scalp 
wounds healed or healing and bone fragments embedded in 
the brain no untoward symptoms developed. though these 
fragments might have to be removed later. 
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SYNCOPAL REACTIONS IN BLOOD DONORS 
AN INVESTIGATION OF 222 CASES 
BY 


G. E. O. WILLIAMS, M.D. 
Deputy Regional Blood Transfusion Officer 


The incidence of syncopal reactions in blood donors fol- 
lowing donations of blood has attracted the attention of 
workers in various Blood Transfusion Services, particu- 
larly with regard to the possibility of correlating such 
reactions with certain individual features in the affected 
donors. An attempt was therefore made to determine by 
investigation whether the incidence of fainting in blood 
donors was associated with any constitutional or circum- 
stantial peculiarities in the individuals concerned. 


Clinical Features of Vasomotor Reactions 


As it was impossible for the limited number of available 
medical officers to devote time to the careful examination of 
each donor, no records of pulse rates, blood pressures, etc., 
were kept, but the following brief classification of the reactions 
was made according to their severity: Grade 1: Feeling of 
faintness only, with or without nausea or vertigo, but with no 
loss of consciousness and only slight after-effects. Grade 2: 
Loss of consciousness for a short time, but with no alarming 
or excessively prolonged after-effects. Grade 3: Prolonged 
loss of consciousness, or unconsciousness of shorter duration 
with clonic movements or very severe and prolonged after- 
effects. The incidence of these types of reaction is illustrated 
in Table VI. 
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Predisposing Factors 

The general appearance of the donor may be such that the 
possibility of a reaction can be anticipated. Among features 
favouring such reactions are the following: 

1. The donor is commonly of tall thin build and is obviously 
ill at ease, attempting to conceal his discomfiture under a cloak 
of facetiousness or an exaggerated interest in his surroundings, 
and particularly in his own blood. He often cannot resist the 
temptation to lean over and watch the blood flowing, but may 
adopt the opposite extreme of deliberately, and with obvious 
effort, attempting to direct his attention to something else. Both 
sexes are about equally represented in this group. 

2. Young men or girls who are attending as members of a 
group of donors from a factory or other place of work usually 
chatter about the subject of fainting while awaiting their turn, 
and it is only necessary for one of them to succumb for reac- 
tions to follow among the remainder. This type of “ epidemic 
fainting ” is almost confined to the youngest age group, and is 
particularly frequent among members of both sexes serving in 
the Forces. In our series this must be considered as a potent 
factor in producing the high figures seen among donors under 
the age of 30. Above this age “epidemic fainting” was rare 
enough to be ignored in the interpretation of results. 

3. A rare but definite type of donor who is liable to a severe 
and sometimes alarming reaction is the middle-aged female with 
a plethoric complexion and small dilated venules visible over 
the malar region, but who also shows pale or cyanotic mucous 
membranes and circumoral pallor. These individuals, of whom 
we have noted four, denied being otherwise than in their usual 
health before giving their transfusions, but shortly after con- 
cluding their donations they collapsed and rapidly became un- 
conscious. The pulse was slow and of extremely poor volume, 
the pupils were dilated, the extremities were cold and clammy, 
and respirations were almost undetectable for a short time. 
This resembles the picture familiar to many as that of a severe 
and fatal cardiac or pulmonary catastrophe ; but with rest, 
postural treatment, and warm drinks recovery occurred iff all 
our cases. 


Of the remainder it can only be stated that as a general im- 
pression vasomotor reactions are rare among the bull-necked 


and stout. This impression was confirmed by our investigation 
(see Table V). 
Symptomatology 
Reactions occur most commonly within the first five minutes 
after completing the donation. It is rare for the first symp- 
toms to appear within five minutes of the start, and, as most 
bottles are filled within five to seven minutes, the onset of an 
attack is seldom observed while the needle is still in the vein. 
Pallor is the most constant presenting sign, and usually precedes 
any subjective sensation, save possibly that of warmth. Lower- 
ing of the head at this stage may abort the attack. Often, how- 
ever, there is a slowing of the pulse rate, which, if not detectable 
when pallor is first noticed, occurs in nearly every case before 
consciousness is lost, and lasts for the duration of the attack. 
The pulse rate during this stage is usually between 48 and 60 
a minute, and is of full volume at first, becoming weaker as 
the condition progresses. The pulse also shows the first sign 
of recovery, for by the time both volume and rate are restored 
the patient is usually able to sit up without discomfort. Sweat- 
ing may occur, but this is by no means the rule. Nausea and 
vomiting have also been recorded, particularly when the donor 
has recently eaten a rather heavy and indigestible meal. When 
consciousness is lost clonic movements occasionally occur, and 
are probably of asphyxial origin. The hysterical type of attack 
is comparatively rare, and is associated with such familiar symp- 
toms as violence, shouting, hyperpnoea, and occasional vesical 
incontinence. Such phenomena are occasionally observed in 
association with minor forms of vasomotor discomfort, the 
“souk sufficing to precipitate the hysterical tendencies of the 
onor. 


, 


Collection and Interpretation of Data 


Between Aug. 19 and Dec. 31, 1941, a questionary was com- 
pleted on behalf of every donor showing vasomotor reactions 
after his donation. Besides giving the name, age, and address . 
of the donor and the date on which he was bled, the following 
information was also included: 


1. Name of hospital at which the bleeding took place. 

2. Name of the medical officer who was responsible for the 
bleeding. 

3. The severity of the reaction. 


4. Previous attendance, if any, and whether accompanied 
by fainting. 

5. The donor's liability to faint on occasions other than 
when giving transfusions. ; 

6. The time interval since the last meal, and whether this 
meal was heavy, moderate, or light. 

7. The nature of the donor’s occupation (whether manual 
or sedentary), and approximately how many hours 
a week. 

8. A brief description of the donor's appearance—e.g., tall, 
dark, stout, etc. 

9. The incidence of menstruation in female donors. 


During the period under review 3,241 donors were bled by 
a team of experienced medical officers working in four different 
hospitals, assisted occasionally by resident medical officers of 
the hospitals concerned. Of these donors 222 suffered from 
vasomotor disturbances, and the information enumerated above 
was recorded in each case. As a control, similar details were 
noted from a random selection of 428 donors who had not 
shown any such disturbances. It was impossible to extend 
this investigation to every donor, but the system of sampling 
on this scale was considered adequate for the present series of 
observations. 

As an illustration of the method employed for calculating 
the actual number of donors belonging to any particular class 
or group, the following example may be quoted: 


Total number of donors bled _.... oe ae 
i“ = si » who fainted a 222 
” ” ” »” » did not faint .. 3,019 
The sample taken of donors who did not faint consists of 428: 


428 1 


i —_=— 
3,019 7,054 


To calculate the number of males in the 3,241 donors it was 
therefore necessary to multiply the number of males in the 
sample by 7.054 and add to this the number of males who 
fainted. The result obtained in this way was 1,093. 

The actual number of males bled, obtained from the records 
of bleeding sessions for the period under review, was 1,076. 
The difference between these two figures, amounting to less 
than 2%, can be ignored for the purpose of this investigation. 
Similar calculations are applicable to all groups of donors— 
e.g., ages, menstruation, etc.—and for convenience the results 
are included in the tables under the heading “ Calculated No. 
of .. .” in each case where this method has been employed. 


The usually accepted criterion of significance of differences 
in percentages was employed—namely, Difference /Standard 
Error of Difference. If this quotient exceeds 2 the difference 
may be accepted as unlikely to be fortuitous, and therefore 
statistically significant. 


of the total. 


Results of Investigations 


Environment.—Table I shows the incidence of reactions at 
each of the four hospitals in regular use by the Blood Trans- 
fusion Service. A considerable difference is noted on comparing 
the fainting rates at hospitals Nos. 1 and 4 with those at Nos. 
2 and 3. The following description of the methods employed 


TaBLe I.—Incidence of Fainting at Each of Four Hospitals 
used for Collecting Blood 












































Males Females Total 
Hospital |, — ———$—_—_—_—__—_—_ ,-_-—_— - 
Attended | °%% Fainted| Attended | % Fainted | Attended | % Fainted 
1 | 248 4072 | 593 6-408 841 5-683 
2 405 7-90 671 8-94 1,076 8-55 
3 219 6°849 462 8-87 681 8-223 
4 204 5-382 439 3-416 643 4-043 
Total ..| 1,076 6319 | 2,165 7-113 3,241 6-848 
at the four hospitals sugsests possible reasons for this 


difference : 


Hospital 1.—Donors are treated on ward beds and are able 
to see each other. They get up almost immediately after giving 
their blood, but are constantly under the supervision of senior 
nurses. The medical officer is also able to see each donor 
frequently. In this way it is possible that many_ incipient 
reactions are arrested by early detection and treatment. Donors 


have not far to walk to receive their cups of tea, and their . 





Ju 


surro 
and « 
He 
in ar 
trolle 
unco 
conti 
imme 
ill-lit 
the c 
He 
see e€ 
of st 
vatic 
nurs: 
unde 
his | 
recei 
occu 
H 
acco 
couc 
is ex 
char 
mov 
dres 
This 
and 
the 
extr 
I 
of t 
offic 
sim 
of | 
him 
eacl 
den 
not 
sho 
exp 
hac 
tha 
anc 
wel 
The 
wit 
sire 
the 
] 
Dij 
in | 


NAL 





anied 
than 
r this 


anual 
hours 


, tall, 


d by 
erent 
rs of 
from 
bove 
were 

not 
tend 
ling 
's of 


iting 
slass 


was 
vho 


rds 
76. 
less 
on. 
S— 
ilts 
No. 


ces 
ard 
ice 
re 


1s- 
ng 


ed 


1 &| 


is 


le 


ir 
r 








JUNE 27, 1942 


SYNCOPAL REACTIONS IN BLOOD DONORS Meee ea 785 





surroundings are, generally speaking, pleasant, well ventilated, 
and cheerful. 

Hospital 2.—The Transfusion Service is here accommodated 
in an operating theatre and two ante-rooms. Donors lie on 
trolleys or operating tables.which are high, hard, and rather 
uncomfortable. The general arrangement does not permit of 
continuous observation by the medical officer. Donors get up 
immediately and have to walk a considerable distance along an 
ill-lit passage to receive their tea. It is during this walk and 
the consumption of tea that most of the reactions are detected. 

Hospital 3—Accommodation here is good; donors cannot 
see each other, and lie on high couches intended for treatment 
of shock casualties. The arrangement renders frequent obser- 
vation of donors by the medical officers impossible, and the 
nursing staff is not large enough to enable each donor to be 
under the constant supervision of a senior nurse. After giving 
his blood there is a long walk ahead of the donor before 
receiving his cup of tea, and here again most of the casualties 
occur in the tea-room. 

Hospital 4.—This differs from the others in that donors are 
accommodated in the out-patient department, where they lie on 
couches in individual partitioned cubicles. The nursing staff 
is experienced in transfusion routine, as the nurses are not often 
changed from one duty to another. Donors are not allowed to 
move until they have had their cup of tea and until their arm 
dressings have been examined and passed by senior nurses. 
This gives them plenty of time for acclimatization, both before 
and after giving their blood. Although their supervision by 
the medical officer is as difficult as in the other hospitals, the 
extra rest proviced more than compensates for this. 


Influence of Supervision by Medical Officers ——Examination 
of the incidence of fainting among donors bled by five medical 
officers who regularly assist in this work shows a remarkable 
similarity in results. Each medical officer experiences a rate 
of between 8 and 11% of fainting among the donors bled by 
himself. Donors approximately equal in number to those bled by 
each of the five regular medical officers were dealt with by resi- 
dent medical officers, students, and other medical men who were 
not experienced in this type of work. Their fainting rate 
showed the strikingly low figure of 3.25%. This can only be 
explained by the fact that the latter group of medical officers 
had an individual turnover of only a fraction of the number 
that could be managed by their more experienced colleagues, 
and were in charge of only one or two couches at a time. They 
were therefore constantly in personal touch with each donor. 
The pronounced difference in their reaction rates compared 
with those of medical officers with a greater turnover of donors 
strongly suggests the desirability of continuous supervision of 
the donor by the doctor. 

Incidence of Fainting among Donors of Both Sexes of 
Different Age Groups.—Comparison of the incidence of fainting 
in males and females shows a significant increase among males 


TaBLe II.—Jncidence of Fainting in Donors of Different Age 
































Groups 
Under 30 Over 30 | 
itnibie Perches —| Diff./S.E 
Calculated ~ Calculated » 4 of Diff. 
No. Fainted No. | Fainted 
Males a 312 41 | 709 | +52 4-06 
Females } 4,133 784 | 1,065 46 3-1 
Diff./S.E. cf Diff... | bis - 





under the age of 30 compared with the fainting rates among 
females of the same group (Table II). Above the age of 30 
there is no such difference between the sexes. A _ similar 
difference was found, taking each sex separately, between the 
incidence of fainting among donors under the age of 30 and 
that among those above that age. It may be that the high inci- 
dence of reactions in the younger males was in part due to the 
preponderance of this age group among those attending to be 
bled as members of a group of donors from factories, and 
particularly from units of the armed Forces, a class of donor 
which, as mentioned previously, is prone to the “epidemic ™ 
type of reaction. This same factor may also have influenced 
the results obtained from female donors, as most of those 
attending as members of a group are known to be chiefly of 
the younger age groups. These findings do not coincide with 
those of Greenbury (British Medical Journal, 1942, 1, 253), 
ewho found the incidence of reactions greater among females 


than among males ; but we agree that the reactions are signifi- 
cantly commoner among younger donors. 

Effects of Menstruation upon the Incidence of Reactions 
in Female Donors.—Table III shows the comparative incidence 
of reactions among female donors of menstrual age who were 
menstruating and those who were not. The findings relating 
to each age group are included in the table, as they indicate 
the progressive fall in reaction rates with increasing age and 


TasBLe III.—Effect of Menstruation upon the Incidence of 
Fainting in Females of Menstrual Age 


























Neon-menstruating Menstruating 

Age Calculated % Calculated % Diff_/S.P. 

No. Fainted No. Fainted of Diff. 

Under 21 258-73 127 | 40-27 12-5 0-03 
» 21-30 721-63 5-2 112-36 11-5 | 201 

» 31-40 405-67 44 130-52 76 | 1-23 

» 41-50 293-16 3-8 54°38 9-2 1-34 
All groups 1,679-19 5-96 337-53 | 7 2°14 











the constantly lower incidence among those not menstruating 
compared with those who are. With the exception of the 
second age group, however, the statistical significance of each 
of these pairs of figures is unsatisfactory, owing to the neces- 
sarily small number of each group examined. Summing all 
groups up to the age of 50, the difference between the per- 
centage incidence of fainting is significant. These results confirm 
the impression we have formed that donors should not attend 
during the menstrual periods, especially if the latter cause 
them any inconvenience. The significance of our findings is 
in our opinion enhanced by the fact that donors who attend 
while menstruating are to some extent self-selecting, and pre- 
sumably only those who feel disposed to do so will attend at 
such times to give their donations. There is no apparent 
difference between the reactions experienced by menstruating 
donors and those of non-menstruating individuals, except in 
one respect. It occasionally happens that donors who have 
always been subject to dysmenorrhoea of a colicky nature 
attend on the day on which their period is due. Such donors 
are liable, shortly after giving their donation, to experience the 
sudden onset of menstruation associated with severe uterine 
colic, which differs from their usual pain in its excruciating 
intensity. We have come to regard this unpleasant sequel as 
being possibly ischaemic in origin, a form of “ uterine angina.” 
This type of reaction is particularly unfortunate, as its victims 
are liable to be incapacitated for the remainder of the afternoon. 

Relationship of Time Interval since the Last Meal and the 
Incidence of Reactions—Table 1V shows the incidence of 
fainting, among males and females respectively, grouped accord- 
ing to the time interval since the last meal. Points of note in 
these figures are the remarkable similarity in the fainting 
rates of both sexes among those who have had _ their 
last meal between one and five hours before giving their 
blood, and the low rate among donors who have eaten within 
the previous hour. Owing to the small number of donors in the 


Taste 1V.—IJncidence of Fainting in Donors in Relation to 
Time Interval since Last Meal 





Males Females 
Time since - 
Last Meal Calculated 4 Calculated ~ 
| No Fainted No Fainted 
Under 1 hr. = ne 29-2 3-42 80-59 3-72 
1-2 hrs. ‘a 526-78 6-2 1,395.99 | 6°5 
2-3 273-94 7:3 | ‘497-5 7-83 
3-5 114-81 78 153-08 7* 
§ 91-65 763 79-52 10-0 


latter group, however, the significance of the difference in 
reaction rates between the two groups is not statistically valid. 
The ratio of difference /S.E. of difference was 0.8 among the 
males, 1.3 among the females, and 1.5 among males and females 
together. We cannot therefore draw any conclusions from these 
findings, except that,a three-hour fast, before giving a donation, 
has no tendency to increase the liability to faint, and may be 
of value in that the resulting plasma contains less lipoid material 
in such circumstances. 
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Association between General Appearance and Incidence of 
Fainting —Table V_ gives the incidence of fainting among 
donors classified according to sex and according to a rough 
system of bodily build. This confirms the clinical impression 





TasBLe V.--Incidence of Fainting in Donors Classified accord- 
ing to General Appearance 
Males Females 
. | ] 
Description Calculated yA | Calculated | % 
No Fainted | No Fainted 
Tall and thin 354-9 | i 336°8 13 
Short and stout 68°35 5-9 473-6 6 
Tall and stout 141-55 5 136°85 | 10 
Short and thin 139-3 13 §76°35 76 


that those of tall thin build were most often associated with 
a predisposition to vasomotor reactions. 

Temperature and Relative Humidity—No note was made of 
atmospheric conditions in the buildings at the time of bleeding. 
Records were, however, obtained of external temperature and 
relative humidity, but no correlation could be traced between 
the incidence of fainting and either of these factors. This was 
contrary to expectation, since the general impression was that 
reactions were more frequent in hot weather than they were 
in cold. 

Severity of Reactions.—Table VI illustrates the relative inci- 
dence of reactions varying in severity. The interpretation of 
the classification has already been given, Grade 1 being the 
least and Grade 3 the most severe. Little can be deduced from 
examination of these results, since there would be a high rate 


Taste VI.—IJ/ncidence of Fainting in Donors attending on 
First, Second, and Subsequent Occasions, with Severity of 
Reaction in each Case 








Grade . Third or 
. First Second . 

of AER sol | Subsequent Total 

Faint Attendance Attendance | Attendance 
| 

, 97 | 43 24 164 

2 28 15 | 7 50 

3 | 5 1 2 s 

All grades .. 130 | 59 33 222 





of selection among donors who had reacted to previous dona- 
tions. Conclusions, therefore, cannot be drawn regarding the 
incidence of fainting among donors who have attended on 
second or subsequent occasions. Of 59 donors who fainted 
at their second attendance 26 had done so under similar cir- 
cumstances before; and of 33 who fainted at their third or 
subsequent attendance 11 had previously experienced similar 
reactions. A few cases are on record of donors who suffered 
their first reaction after their fifth or sixth transfusion. 


Summary and Conclusions 


Investigation of syncopal reactions in 3,241 donors, bled 
over a period of four months, reveals that there is a definite 
correlation between certain individual and environmental factors 
and the incidence of these reactions. Factors tending to increase 
the reaction rate may be classified as follows. 


Avoidable 

_ Environment.—Increased incidence of fainting was observed 
in circumstances in which supervision of the donors by the 
medical officer or senior nursing staff was not adequate. Rest 
immediately after the donation of blood was also important. 
as was shown by the low rate of reactions in one hospital 
where tea was served before the donors moved from their 
couches. 
_ Lsolation.—While it is desirable, for aesthetic reasons, to 
isolate donors by screens, it is not believed to affect very greatly 
the tendency to fainting, as donors are reassured by being able 
to see others giving their blood. ‘“ Epidemic” fainting, how- 
ever, is aggravated under such conditions, and it is better for 
young donors attending in parties to be separated. 

Menstruation.—Donors known to be menstruating should not 
be accepted, but it is not considered advisable to exclude such 
donors unless the information is voluntarily given by them. 


Unavoidable 


Diathesis—The incidence of reactions is significantly higher 
among those of the “ asthenic ” diathesis than among donors of 
more stocky appearance. This suggests that syncopal reactions 
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may be associated with increased vagal tone, and this hypothesis 
is further borne out by certain clinical features of the reactions, 
such as bradycardia and low blood pressure. 

Age.—The higher incidence of fainting among donors under 
the age of 30 provides further evidence of the association 
between increased vagal tone and the incidence of syncopal 
reactions following transfusion. 

Treatment 

The usual measures for the treatment of syncope are effective 
in restoring all cases. No specific drugs, such as atropine, have 
been used, as, owing to the transient nature of the complaint, 
such treatment may prove more unpleasant than the reactions 
themselves. Attention to the above-mentioned environmental 
factors and avoidance of donors with a tendency to syncopal 
attacks provide the best prophylactic against unduly high rates 
of fainting among donors. 

My thanks are due to the Director General, Emergency Medical 
Services, and to Prof. T. B. Davie, for permission to publish the results 
of this investigation, and to the nursing and secretarial staff of the 
N.W. Regional Blood Transfusion Service for the large amount of 
work involved in collecting the material. Grateful acknowledg- 
ment is also made to Dr. C. O. Stallybrass for his advice in the 
interpretation of the figures, and to the Liverpool Observatory and 
Tidal Institute for information regarding weather conditions 








THE EXPANDING PELVIS 
BY 
KATHLEEN VAUGHAN, MLB. 


A fact well known to the ancients was that the pelvis of 
woman expands during labour. Galen and Soranus both 
taught that the pelvis gave way at the articulations to let 
the child’s head pass. The members of the Gynaecological 
Conference held at Amsterdam in 1899 were unanimous 
in their opinion that the pelvic joints (the symphysis in 
front and the two sacro-iliac joints at the back) softened 
in pregnancy, moved apart, and so led to a definite enlarge- 
ment of the area enclosed by the pelvis during labour. 
It was claimed that by suitable posture a definite increase 
of both antero-posterior and transverse diameters could 
e obtained in every pelvic plane, and it was stated that 
in the lithotomy position the lengthening of the true con- 
jugate at the brim which could be obtained by posture 
amounted to 0.5 to 1 cm., while at the outlet the separa- 
tion of the ischial tuberosities in the lithotomy position 
was increased by as much as 2 cm. This expansion varied 
with the individual, being greatest in the young and in 
those engaged in active work. This is one reason why in 
countries such as India marriage at puberty is traditional. 
Experience has shown that where skilled assistance in child= 
birth is not available, offspring are more likely to be born 
alive when the pelvis is still flexible. 


The Flexibility of the Pelvic Joints 


Ralph Brooke (1934) has found that just before delivery the 
flexibility of the pelvic joints is 24 times as great as in the un- 
impregnated state. Besides the increase noted at the brim and 
at the outlet, there is another easily observed increase—namely, 
the widening of the space between the posterior-superior spines 
of the ilia. The difference made here between hollowing and 
rounding of the back is normally half an inch (about 1.25 cm.). 
but this separation of the spines is increased during pregnancy 
and by suitable exercise to over 3 cm. I find in practice it 
gives a very good indication of the flexibility of the individual 
pelvis. 

With the valuable co-operation of Miss K. C. Clark of 
Ilford Ltd., well known for her original work on positioning. 
I chose as model a healthy well-grown child dancer of 14 years, 
as the bones at that age are less dense. The accompanying 
tracings show two lateral vertical views of her spine and pelvis. 
The first is on tiptoe with arms above the head to get the 
maximum hollowing of the back. The second is taken in the 
squatting position with head bent well down between the knees 
to ensure the maximum rounding of the back. These studies 
show that change of posture has more important effects than” 
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mere enlargement of the brim: (a) change in the alignment of 
the lumbar vertebrae and sacrum ; (6) change in the angle made 
by the plane of the brim with the spine. 

In hollowing the back, as on tiptoe, the lumbar vertebrae 
and sacrum form a curve with the convexity directed forward, 
and their bodies are separated from each other in a fan-like 
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LATERAL ERECT 132° . 
LATERAL SQUATTING 108° ° 
DIFFERENCE 24° 1 


manner. Compare this with what happens on rounding the 
back as in squatting, in crouching, or in the lithotomy position. 
Then the bodies of the lumbar vertebrae are pressed together 
and form with the sacrum part of a continuous curve which 
has its concavity directed forwards. The gap between the last 
lumbar and the first sacral vertebra has closed up. In the 
present example the angle made by the plane of the brim with 
the anterior surface of the body of the first lumbar vertebra 
was, on tiptoe 132 degrees, squatting 108 degrees—a difference of 
24 degrees. Both the curving of the spine and the bringing up of 
the plane of the pelvic brim to a position more nearly approach- 
ing a right-angle with the lumbar vertebrae must facilitate the 
entry and descent of the foetal head. 
Bearing down with rounded back brings the coccyx forward 
and releases the muscles of the pelvic floor for their final task— 
namely, complete relaxation as the head passes the vulval 


opening. One can now understand why crouching, squatting, 


and kneeling are the positions naturally chosen for parturition 
when women are left to themselves, as it is upon the changing 
movements of spine and pelvis that the process of natural birth 
depends, and with which we must be familiar before prescribing 


ante-natal exercise and before we can make the best use of 


posture during labour. To get the best results the position 
adopted must never be a rigid attitude, but a sequence of 


changing movements as the flexible pelvis accommodates itself 


to the advancing head. 


Ante-natal Exercises 
The pelvis, then, is not a rigid structure but is capable of 
expansion at the symphysis in front and at the two sacro-iliac 
joints behind. This flexibility, natural in the very young, can 


be maintained and developed by means of well-designed exer- 
cises even in quite elderly primigravidae, and it can then be 
utilized during labour by a judicious use of posture, such as 
sitting, kneeling, crouching, in all of which the pelvic articula- 
tions are pulled apart, the pelvic floor stretched, the vagina and 
rectum drawn up and opened. 

To ask an elderly primipara to kneel or squat for the first 
time during her confinement is to ask for trouble. Her back, 
her joints, and even her feet are stiff. Hence the necessity for 
well-chosen exercises in the ante-natal period. Now, the one 
exercise which fulfils all our requirements is that of squatting: 
(1) squatting with feet on the ground, knees apart, back well 
rounded, and the head down between the knees ; and (2) squat- 
ting with hollow back, knees apart, head thrown back, and eyes 
directed to the ceiling. These two positions can be combined 
in one exercise by a slow rocking movement on the feet for- 
ward and back while the patient steadies herself by holding on 
to the side of the bed. The first position is the more impor- 
tant, as when the back is rounded the sacral promontory goes 
back (the coccyx forward), while the pubic arch is widened and 
the perineal muscles are stretched transversely. 


Conclusion 

Perfect ease in parturition is like perfect ease in swimming 
or in playing games, and necessitates a trained control of 
muscular contraction and, still more difficult to learn, relaxation 
of the opposing muscles unti! the co-ordinated movements be- 
come instinctive. Childbirth is really an athletic feat in which 
the mother must be the chief performer, not her attendant, and 
to play her part properly she needs specialized teaching and 
training. 

Sir Arthur Keith once said that while the heads of the race 
were getting bigger the pelvis of woman seemed to be getting 
smaller. The explanation might well be that the pelvis is 
adequate but rigid. Civilized conditions and habits have de- 
prived it of its natural elasticity, so that the mother is bruised 
and the foetal head is crushed during birth instead of its being 
a process of mutual adaptation and accommodation between 
mother and child. 
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MASSIVE ASPIRIN OVERDOSAGE : 
RECOVERY 


BY 
WILFRID OAKLEY, M.D., F.R.C.P. 
AND 
J. P. DONNELL, M.B., B.Ch. 


In the opinion of Roche Lynch (Brit. Encl. med. Pract., 
1939, 12, 77) aspirin is the drug in commonest use by the 
general public of this country. In view of the comparative 
frequency with which overdoses of aspirin are taken and 
of the absence or-inadequacy in medical textbooks of 
descriptions of the treatment of this acute medical emer- 
gency, the following case in which recovery followed the 
taking of nearly 1,000 grains of aspirin seemed to merit 
a short account of the methods of treatment employed 
Recovery after retention of aspirin in doses exceeding 500 
grains, according to the literature, is uncommon. 


Case Report 
The patient, a married woman aged 57, was admitted to hos- 
pital at 8.15 p.m. in a comatose condition, the following history 
being given by her husband. 
For several weeks she had been depressed and suffering from 
insomnia. for which she had been taking aspirin in small doses. 
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On the day previous to admission she bought 200 aspirin tablets, 
of which she took not more than 6 during that day and the 
following night. On the day of admission, at 12.30 p.m., she 
took the whole of the remaining tablets, amounting to approxi- 
mately 970 grains. It is probable that with these was taken 
rather less than half a bottle of whisky, but exact information 
on this point could not be obtained. At 1.15 p.m. her husband 
returned home to find that the usual housework had not been 
done, but that the patient apparently was mentally normal ; 
she then stated calmly that she had taken the aspirin. At 3 p.m. 
she was seen by her doctor, who found her normal enough for 
him to consider that she had not taken an overdose. By 4 p.m. 
she was sweating profusely and shivering, but mentally clear, 
her pulse being 104 and respirations 34 and deep. During the 
afternoon approximately 30 oz. of urine was passed, but no 
food or fluid was taken except for a cup of tea. At 4.15 p.m., 
about 4 hours after taking the aspirin, the patient vomited for 
the first time, and did so again several times during the next 
hour. Between 4.30 and 5.30 p.m. her pulse rose from 110 to 
130, the temperature then being 98.6° and the respirations 36. 
Mentally she had become confused, being in turn violent and 
drowsy and complaining of intense irritation of the scalp: this 
state persisted until admission. Except for some recent loss 
of weight and night sweats, attributed by the husband to the 
recently acquired habit of taking aspirin for insomnia, the only 
finding of significance in the past history was depression over 
the war, and particularly housekeeping difficulties resulting from 
rationing. 

On admission 
sweating profusely, 


the patient was unconscious, restless, and 
the temperature was 97°, the pulse 120. 
and respirations 24; there was pronounced exophthalmos and 
extreme air hunger. The only other abnormalities discovered 
on physical examination were related to the central nervous 
system, and consisted of fixed pupils, absent knee- and ankle- 
jerks, and an extensor plantar response on the left side. 


Treatment 


In view of the long period of time which elapsed between 
the taking of the aspirin and admission, and the history of 
vomiting, it was decided not to wash out the stomach. Mor- 
phine, gr. 1/8, was given at once in order to quiet the patient 
sufficiently to make intravenous therapy possible. The treat- 
ment, pathological investigations, and clinical condition during 
the first 12 hours are summarized in the table. 
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By the end of the first 12 hours of treatment there was 
little change in the patient’s general condition, restlessness and 
delirium being still very marked. The blood urea had risen to 
108 mg. per 100 c.cm., and, on receipt later in the day of the 
low result of the alkali reserve of the blood, taken at 9 a.m. 
(33.5 vols. CO, per 100 c.cm. of plasma), a further 16 g. of 
sodium bicarbonate was given intravenously in a litre of 
glucose-saline. By the evening the patient was quieter—B.P. 
100/46, temperature 102.2°, pulse 90, and respirations 26—but 
the urine was found to contain much albumin and still to give a 
strongly positive ferric chloride. On the next day her mental 
condition had greatly improved, but, in view of the persistent 
low blood pressure—96/46—the intravenous saline drip was 
continued. At 9 p.m. intravenous therapy was stopped, the 
patient having received a total of 6,600 c.cm. of 5° glucose in 
1/5 normal saline containing 41 g. of sodium bicarbonate in 
addition to nearly a pint of plasma. No attempt was made to 
sterilize the sodium bicarbonate solution, which was made up 
by the direct addition to the sterile saline of weighed amounts 
of the ordinary B.P. preparation. 

On the following day, the third after admission, the patient 
was taking fluids by mouth, and the excretion of albumin and 
salicylates in the urine, although still considerable, began to 
decrease. The alkali reserve had risen to 63.7 vols., but the 
blood urea had also risen to 132 mg. By the fourth day the 
blood pressure was 110/60, and tests for salicylates in the urine, 
although positive in the morning, were negative by the evening. 
In the course of the next two days the improvement in mental 
and physical condition continued ; the blood pressure returned 
to its usual level of 150/80 and the blood urea fell to 50 mg., 
the alkali reserve being 68.5 vols. The patient was discharged 
from hospital two weeks after admission, having made a com- 
plete recovery, the urine being normal, the blood urea 38 mg., 
and the alkali reserve 57.3 vols. 


Discussion 

Clinically the most outstanding features were the signs of 
intense sympathetic stimulation, such as exophthalmos and pro- 
fuse sweating ; of intoxication of the central nervous system, 
such as coma, delirium, fixed pupils, absent tendon-jerks, and 
an extensor plantar response ; of vasomotor collapse and de- 
hydration, such as persistently raised pulse rate and low blood 
pressure ; and of acidosis, as evidenced by deep abdominal 


Table showing Details of the Case during the First 12 Hours 
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breathing. In view of these findings the logical treatment 
appeared to be the administration of morphine in a dose suffi- 
cient to control the very marked restlessness, saline intra- 
venously to correct dehydration resulting from sweating and 
overbreathing and, together with plasma and eucortone, to com- 
bat vasomotor collapse, and sodium bicarbonate and glucose 
to overcome the acidosis, Over 10 pints of glucose-saline con- 
taining 330 g. of glucose was in fact given intravenously in 
the first 48 hours, together with 41 g. of sodium bicarbonate, 
and had the results of alkali reserve determinations been more 
rapidly available it is probable that even larger doses would 
have been indicated in the early stages of treatment. The 
combination of vasomotor collapse and severe acidosis produced 
a picture closely resembling that seen in cases of diabetic coma, 
and in many ways the treatment employed will be seen to 
resemble that generally adopted in the latter condition ; in this 
connexion the use of plasma and eucortone, in addition to large 
volumes of intravenous glucose saline, is worthy of note. 

The impairment of renal function was probably due to the 
effect on the kidneys of the severe acidosis and the excretion 
of high concentrations of salicylates in the urine. 


Conclusions 

The treatment of acute aspirin poisoning is essentially that 
of acidosis and dehydration with vasomotor collapse. 

Acidosis is best treated by large doses of intravenous sodium 
bicarbonate and glucose controlled by estimations of the alkali 
reserve at frequent intervals. 

Dehydration with vasomotor collapse should be treated in 
this condition, as in diabetic coma, by large volumes of intra- 
venous saline, plasma, and eucortone. 





VITAL STATISTICS OF ENGLAND AND 
WALES IN 1941 


BY 


PERCY STOCKS, M.D., D.P.H. 
Viedical Statistical Officer, General Register Office 


It is now possible to make a brief survey of the vital 
statistics of the year 1941 im comparison with previous 
years, since the essential provisional figures have been given 
in the Registrar-General’s Quarterly Returns. It is also 
possible to say something about the first quarter of 1942. 
Standardized death rates cannot be calculated yet, and 
the best basis for birth and death rates at the moment 
is the total mid-1939 population, which figure can be 
employed for 1941 without serious error provided that the 
whole of the deaths registered in England and Wales, 
civilian and non-civilian, are related to it. This has the 
advantage of avoiding most of the selective errors that 
would be involved if civilian rates had to be compared 
with the total rates of pre-war years. Furthermore, as 
the increase in population between 1937 and 1939 was 
only about 0.59 per annum, the mean annual deaths from 
any cause registered in the pre-war period 1937-9 can be 
taken as a good enough basis for approximate comparison 
with ghe deaths registered in 1940 or 1941 without calcula- 
ting death rates at all. This is the method generally used 
in this survey for separate causes of death, an “ excess ~ 
or “deficiency” in 1941 meaning simply the difference 
between the number recorded in 1941 and the annual aver- 
age recorded in the three-year period 1937-9. Wherever 
deaths in years prior to 1940 are given they are the num- 
bers classified by cause according to the revised system 
and International List introduced in 1940, and are compar- 
able, therefore, with the numbers for 1940 and 1941. 
Live births in 1941 numbered 586,778, and the birth rate 
based upon the mid-1939 population was 14.2 per 1,000, com- 
pared with 14.9 in 1939 and 14.6 in 1940. The rate was slightly 
below the smallest rate hitherto recorded—14.4 in 1933— 
although the number of births exceeded the minimal total 


reached in that year. In the first quarter of 1942 the rate re- 
covered to 15.5, which was above the March quarter rate of 
any other year since 1931. Stillbirths comprised 3.5% of the 
total births, compared with 3.8% in 1938 and 1939 and 3.6% 
in 1940—a highly satisfactory improvement under war con- 
ditions. 

The 1941 death rate, based on the mid-1939 population and 
all deaths registered in England and Wales, was 12.9 per 1,000, 
compared with 12.1 in 1939 and 14.0 in 1940. These included 
violent deaths caused by the war, however, and a better index 
of health is provided by the death rate from disease, which was 
11.7 per 1.000 in 1941, compared with 11.5 in 1939 and 12.7 in 
1940—a remarkably good wartime rate. In the first quarter of 
1942, a period of the year which almost invariably registers a 
higher rate than the year as a whole, the total death rate (in- 
cluding deaths from violence) was only 14.8, compared with 
15.1, 19.9, and 17.5 in the corresponding quarters of 1939, 1940, 
1941. 

The infant mortality rate was 58 per 1,000 live births in 1941, 
compared with 62 in 1931-5 and 59, 58, 53, 50, and 56 in the 
five years 1936 to 1940. In the first quarter of 1942 the rate 
was 61, the lowest ever recorded in any March quarter. 


Infective Diseases 
Among the infective diseases the following have recorded 
appreciable increases in deaths during the war: 








| 1937-9 1940 | 1941 

Average Extess | Excess 
Paratyphoid fevers yi “2 a 29 | 23 y 
Dysenteries ' } 106 | 79 23 
Cerebrospinal fever 624 | 1,960 1,539 
Tuberculosis ‘ 26,306 1,838 2,363 
Acute infectious encephal alitis (and sequel ae) 562 167 | 142 
Tetanus . , | 94 15 5 
Whooping- cough Sele 1,294 _— 1,089 
German measles .. oy 5 27 3 
Mumps } 9 - 18 
Mycoses | 82 18 | 50 





The most important increases in 1941 were for tuberculosis, 
cerebrospinal fever, whooping-cough, and the enteric infections. 
Tuberculosis has given rise to some anxiety, and the statistics 
of mortality present features different in some respects from 
those observed at the beginning of the last war. Deaths from 
phthisis increased by 2.118 from 1939 to 1940, but there was 
no further rise in 1941, whereas deaths from tuberculosis of 
the meninges and central nervous system increased by 202 in 
1940 and further by 480 in 1941, as shown below: 


1939 1940 1941 
Respiratory cn ae. . 23,660 23,634 
Meningitis awe oo A ae 1.886 ; 2,366 
Other sites 2,397 2,598 d 2.670 


Respiratory tuberculosis behaved in the same way in the first 
two years of the last war, an increase of 2,965 deaths occurring 
from 1914 to 1915, followed by a slight fall of 34 in 1916. 
The explanation may be that the additional stresses, physical 
and psychological, imposed by war conditions proved too much 
for many patients already ill with phthisis, so that they died 
in 1940 or 1941 before they would otherwise have done. If this 
were the only effect produced by the war we should expect 
no further rise in deaths, but if new infections are on an 
increased scale the effect of these upon the deaths is likely 
to appear in 1942 as it did in 1917, when the deaths again rose. 
When separate ages are examined the increase in deaths from 
1939 to 1941 contrasts with that observed from 1914 to 1916 in 
some important respects ; the percentage increases (or decreases) 
in deaths from 1939 to 1941, and in rates from 1914 to 1916, 
being as follows: 


1939 to 194] 1914 to 1916 


- - - - -— 
Age | Respiratory Meninnxitis Other All Forms | All Forms 
Group 
| M I M F | Mr: M F | M I 
i ' 
0- 4 68 121 41 45 | 48 43 46; 5Il 6 2 
$9 . | 14 46 | 4 74 | 14} $3} 33] $3 | 16 | 17 
10-14 i; 40 | 15 | 24 18 23 14 28 14 25 | 10 
15-19 | 7 9 28 49 2/1 § 7 11 1s | 22 
20-24 | $ | 18 86 45 | 8] 55 $s} 2) ; 14 
25-34 | 7 8 | 22 | 3s] oO] -12 7) #7 | 3 7 
etnsannaeeaen . | | | — 
All ages . 10 | 9 | 38 43 7) 17] a1] 23 | 5 7 
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At all ages combined, the 1941 percentage increase was about 
double that noticed in 1916, but at ages 15-34 they were similar, 
the greater increase at all ages being accounted for in the main 
by children under 10. In 1916 there was no rise at ages under 
5 and a 16%, increase at 5-9, whereas in 1941 the deaths at 
each of these age groups were 45 in excess of 1939. This 
increase for children under 10 amounted to 471 deaths from 
meningitis, 155 from the respiratory form, and 126 from tuber- 
culosis of other sites, making a‘total rise of 752 deaths, con- 
trasted with a decrease of 280 in the two-year interval before 
the war (1937-9). A preliminary examination of the distribu- 
tion of the deaths of children shows that at ages under $5 the 
increase Was most pronounced in certain large towns, and that 
this was true also of tuberculosis certified as respiratory at 5-15 ; 
but the rural districts recorded the highest increases for other 
forms of tuberculosis at 5-15. The selective movements of 
school children between town and country must not be forgotten 
in attempting to draw conclusions from this. 

Cerebrospinal fever notifications in the four quarters of 1941 
numbered 4,328, 3,484, 1,733, and 1.531, compared with 5,098, 
4.066, 1,788, and 1,819 in the previous year. The ratio of deaths 
to notified cases improved slightly from 20.2°, in 1940 to 19.5 
in 1941. 

The infective diseases which have registered progressive de- 
creases in deaths, despite the war, are typhoid fever, scarlet 
fever, erysipelas, gonococcal infections, late syphilis (tabes 
dorsalis, general paralysis, and aortic aneurysm), and, among 
males only, recent syphilis. To these may be added rheumatic 
fever, ear and mastoid disease, pericarditis, acute endocarditis, 
diseases of the mouth and pharynx, gastritis, appendicitis, and 
infections of childbirth, all of which consist mainly of conditions 
which were infective in origin. The extent of the saving of 
life from this group of diseases is shown below: 





} 1937-9 | 1940 1941 
Average | Deficiency Deficiency 
Typhoid fever .. 127 44 45 
Scarlet fever .. od ea 266 112 133 
Erysipelas ii 358 144 — 168 
Syphilis, recent (males) 697 60 78 
Syphilitic sequelae ; ‘ 2,271 130 162 
Gonococcal infections : 43 6 11 
Rheumatic fever ; : 981 130 343 
Ear and mastoid disease x 1,308 299 396 
Pericarditis .. ; : os 379 17 — 65 
Acute endocarditis , 1,101 147 —136 
Diseases of mouth and pharynx : 1,382 232 } — 346 
Gastritis is ‘ ’ 598 58 — 79 
Appendicitis .. = i ae 2,933 | 468 —963 
Maternal sepsis 7 ‘ ; 452 113 — 162 


The most important improvements have been in the disease 
groups which are predominantly streptococcal, and for rheu- 
matic fever. 

For infective respiratory diseases the cold winters and the 
conditions imposed by aerial warfare were unfavourable both 
in 1940 and in 1941. They must have militated against the 
beneficial results of sulphapyridine therapy on lobar pneu- 
monia, which appeared to be so evident between 1938 and 1939, 
but nevertheless the set-back has not been considerable. In 
contrast with this, bronchopneumonia and bronchitis showed 
an excess of deaths in 1941, though not nearly so pronounced 
as in 1940. 


1937 1938 1939 1940 1941 
Lobar pneumonia 10,218 | 9,753 | 6.977) 7,271 | 7,118— 
Bronchopneumonia | 17,457 | 15,216 14,234; 19,381 16,955 
Pneumonia undefined 2,656 2,498 2,192 2,543 | 2,345 
Bronchitis 35.411 | 25,954 | 31,436 | 46.281 | 34,052 


Other Diseases 

Cancer deaths in the years 1936 to 1941 numbered 64,302. 
64,943, 66,584, 67,154, 68,922, 69.230. the successive annual 
increases being 641, 1,641, 570, 1,768. 308, a curious alternation 
which does not suggest any war disturbance, most of the in- 
crease from year to year being the “ normal ” accompaniment 
of the increasing numbers of people of advanced age in the 
population. Deaths from cancer of the digestive, urinary, and 
genital organs in males and of the uterus in females have, how- 
ever, increased to an unusual degree since 1939. 
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Pernicious and other anaemias, haemorrhagic diseases, Addi- 
son’s disease, cerebral haemorrhage, coronary disease and 
angina pectoris, arterial disease, epilepsy, mental disorders, 
ulcer of the stomach and duodenum, hernia, intestinal obstruc- 
tion, diseases of the prostate, and congenital malformations 
have registered noteworthy increases in deaths since 1939, as 
shown below. 





1937-9 | 1940 | 1941 
Average | Excess Excess 
Pernicious anaemia : ‘ 1,814 353 | 608 
Other anaemias ee ‘ 484 | $7 100 
Purpura, haemophilia 238 44 53 
Diseases of adrenals .. ’ 197 - 50 
(not described as tuberculous) 
Intracranial lesions of vascular origin 45,912 §,771 2,261 
Coronary disease, angina pectoris 15,696 3,025 2,062 
Other arterial diseases and hyper- | 
piesis (except gangrene) 11,688 2,248 1,147 
Epilepsy fe. ; x 1,540 196 | 207 
Mental disorders and deficiency = 861 114 150 
Ulcer of stomach ; ha a 3,313 580 352 
Ulcer of duodenum . i a 1,545 386 390 
Hernia “a ; ; 1,990 | 436 | 629 
Intestinal obstruction. . 1,664 | 214 243 
Diseases of prostate a : 4,862 661 636 
Congenital malformations. ood 4,662 358 255 


The increases for cerebral haemorrhage, coronary disease, and 
hernia have been much more pronounced among women than 
among men. In view of recent discussion about the increase 
of peptic ulcer during periods of intensive air raids, the fol- 
lowing series of half-yearly totals of deaths assigned to gastric 
and duodenal ulcer are instructive, the sudden decline in the 
quiet second half of 1941 being even more remarkable than the 
initial rise in 1940: 








July-Dec. . .. | 1,814 1,886 | 526 | 2,262! 654 | 1,762 | 466 


1938 1939} 1940 1941 
| —— | ———__ | __ 
mM|F|M|F|M|F|M|F 
JanJune.. .. «| 1,876| $55 | 2,047 | $90 | 2,263 | 645 | 2,696 | 676 
| 500 


| 





Deaths from chronic occupational poisoning by substances other 
than lead numbered 3 in 1940 and 22 in 1941. 

Diseases which have registered a progressive fall in deaths, 
despite the war, are: gall-stones,and diseases of the gall-bladder, 
pancreas, bladder, and genital organs in both sexes ; gout and 
diseases of the veins, skin, subcutaneous tissues, bones, joints, 
and muscles in males; exophthalmic goitre, cirrhosis of the 
liver, and toxaemias of pregnancy in females ; prematurity and 
birth injuries in infants. The wartime fall in exophthalmic 
goitre deaths of women has been as remarkable and unexpected 
as for rheumatic fever, the numbers in the five years 1937 to 
1941 being 1,299, 1,187, 1,206, 1,022, 817. 


The report for 1940 of the South Afzican Institute for Medical 
Research, Johannesburg, states that following the policy of closer 
co-operation between the Institute and the University of the Wit- 
watersrand four senior members of the staff were appointed to 
university chairs. Two mobile field laboratories, equipped and 
staffed by the Institute, were presented to the Department of 
Defence ; later two more were equipped, while numbers of medical 
officers and technicians were trained in field laboratory work 
Researches were carried out into the employment of live avirulent 
strains of B. pestis in the preduction of immunity from plague 
Volunteers from the Institute staff were first inoculated, then a larger 
group of persons engaged on plague survey, and reactions proved to 
be mild. A serious outbreak of plague in the Vryburg district, 
including 37 fatal pneumonic cases, gave an opportunity for a field 
trial. Over 1,000 individuals, mostly Africans, were inoculated. 
Six of these were among those who died, but each had been in 
close contact with fatal pneumonic cases a day or two before 
immunization was attempted. War operations in Africa resulted in 
a demand for antiyenene by the Union, British, Free French, and 
Belgian military authorities, and by the Egyptian Government, and 
some difficulty was experienced in securing adequate amounts of 
viper and cobra venom to immunize and re-immunize the increased 
number of horses used for the preduction of this serum. The 
possibility of the preparation of an antiscorpion serum was also 
investigated. The report states that the preparation of such a serum 
by hyperimmunization of a horse with formolized scorpion venoms 
was already in progress. 
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Post-vaccinial Encephalitis 


It is thought that the following two cases may be of interest, 
especially outside the Services, where mass vaccinations are not 
usual and the possibility of post-vaccinial encephalitis does not 
readily suggest itself. Of 380 vaccinations performed on a 
batch of recruits, using the one-scarification method, 220 were 
successful, with the production of one vesicle, and 160 were 
failures. It is not known how many of the batch had been 
vaccinated previously. The two patients were admitted to sick- 
quarters the same morning. Both had been vaccinated 10 days 
before ; neither had been vaccinated previously, and they were 
billeted in the same room. 


Case 1—Aged 34. This man had not felt well at tea-time 
the previous day and went to bed immediately after tea, com- 
plaining of malaise, shivering, and headache. During the night 
he felt worse. He was stiff all over, particularly in his arms 
and legs, and he vomited several times. He was admitted to 
sick-quarters early next morning. On admission his tempera- 
ture was 100.6°, pulse 96, and respirations 20; he was moaning 
and crying out in a hysterical manner, but was conscious and 
able to answer questions readily. Soon after admission he 
became much quieter. The pupils reacted normally to light and 
accommodation, there was no neck rigidity, Babinski’s and 
Kernig’s signs and plantar response were doubtful, and all 
reflexes were brisk. Vaccination was in the pustular stage ; 
there was a mild reaction but no rash. He was transferred to 
the isolation hospital, where a lumbar puncture revealed a 
normal cerebrospinal fluid. During the night he was rational, 
but felt ill and still had bad headaches. He made an uninter- 
rupted recovery, but for a week could not remain up for more 
than a few hours without feeling dizzy. 

Case 2.—Aged 28. The patient complained of malaise, 
shivering, and a painful arm during the previous day. He 
retired to bed at the same time as Case 1. As the night pro- 
gressed his companion reported that he became more and more 
delirious and restless, yelling and screaming and tossing about. 
Finally he got out of bed and ran to the window shouting 
unintelligently, then collapsed on the floor. His companion 
felt too ill to help him, and after some time secured assistance 
by banging on the wall of his room. He was admitted to sick- 
quarters at the same time as the first case. His temperature 
was 101.4° and his pulse 20. He was unconscious, but 
responded to painful stimuli. He lay doubled up on his side 
and his breathing was stuporous He had marked photophobia, 
and was making continuous automatic movements, extending 
and flexing his fingers and wrists and rolling his eyes obliquely. 
His vaccination was a single normal pustule, and there was no 
rash. In this case it was impossible to demonstrate Babinski’s 
and Kernig’s signs or neck rigidity owing to general resistance 
to interference. The reflexes were normal except for absent 
abdominal reflexes and an indefinite plantar response. On 
transfer to hospital his C.S.F. was reported as normal. During 
the night he was violent, delirious, and incontinent of urine. On 
the second day he was quieter and had a less noisy night, but 
was very cloudy mentally. On the third day he was much more 
rational and passed a quiet night. He made an uninterrupted 
recovery, but, as in the previous case, he was unable to remain 
up for long without feeling dizzy. 

Both cases were seen some weeks later; they then had no 
symptoms and no abnormal physical signs. 

These cases brought to mind an airman who had been 
admitted a few weeks previously with a diagnosis of vaccinia. 
He was in a hysterical condition, moaning and yelling. He had 
complained of stiffness in his limbs and inability to pass water. 
He had a marked one-pustule reaction to his vaccination, and 
his arm was red, swollen, and tender for some distance round 
the pustule; there was also pyrexia and a raised pulse rate. 
During his examination he made a rapid recovery. passed water, 
and became rational and quiet. He slept well that night: the 
following morning he had no symptoms and his temperature 
came down to normal. He was discharged cured after 48 hours 
There is no doubt that this was a mild case of encephalitis. 

G. D. S. BriccGs, 
Flight Licut.. R.A.F_V.R 


A. Weil and G. Heilbrunn (Proc. Soc. exp. Biol., N.Y., 1941, 48, 
233) claim to have demonstrated in the urine of patients with dis- 
seminated sclerosis a substance which has a destructive action on the 
myelin sheaths of rat spinal cord. The substance was more easily 
demonstrated during periods of exacerbation of the disease 


THE HISTORY OF SCIENCE 


A History of Science and its Relations with Philosophy and Religion. By 
Sir William Cecil Dampier (formerly Whetham), Sc.D., F.R.S Third 
edition, revised and enlarged. (Pp. 574. 25s.) Cambridge: The University 
Press. 1942. 
A second edition of Sir William Dampier’s History of Science 
was required within seven months of the publication of the first 
edition (in 1929); the third edition contains a revised form of 
the original text and a chapter on scientific developments of 
1930-40. To praise or blame a work which has been approved 
by a consensus of qualified opinion would be equally futile. 
It might be expected that any single volume covering so vast 
a space of time must be too closely packed with matter to be 
easy reading, and that when the author is a distinguished in- 
vestigator in a particular branch of science that branch will 
receive more vivid treatment than others. Both these expecta- 
tions are fulfilled; such subjects, for instance, as modern 
psychology are treated rather cavalierly: there is but one rather 
slight reference to Freud, and the name of Spearman does not 
occur in the index. Readers not interested in mathematical 
ideas or methods will find some pages hard reading. These, 
however, are inevitable defects of a one-man treatise, and, by 
a careful and interesting attempt to show the interrelations (or 
sometimes oppositions) of science and general philosophy in 
succeeding ages, the author has gone some way to give a 
continuity to the story which is of assistance to the reader. 
The medical reader will not, perhaps, find much in the book 
bearing on the history of the medical sciences which is new to 
him ; he may even be surprised to be told that Sydenham was 
the first to study epidemics scientifically. But even within the 
field of medical sciences he will have a good account of many 
physiological developments and, if he seeks a general orienta- 
tion and will read carefully, he will have a sound and lucid 
teacher. 


DERMATOLOGY AND SYPHILOLOGY 


The 1941 Year Book of Dermatology and Syphilology Edited by Fred 

Wise, M.D., and Marion B. Sulzberger, M.D. (Pp. 692. $3.00 or 16s. 6d.) 

Chicago: The Year Book Publishers; London: H. K. Lewis and Co 
This publication has now established itself, and its annual 
appearance is warmly welcomed on this side of the Atlantic 
as well as in America. The editors provide an interesting 
review and abstract of the principal papers which have appeared 
on dermatological subjects during the previous twelve months, 
and they now add a new feature by giving their own comments 
and criticisms on the articles abstracted. These are often 
illuminating. Among the subjects specially dealt with in the 
present volume are (1) a review of sulphonamide therapy in 
dermatology and (2) a discussion of the intensive treatment 
of early syphilis with mapharsen administered by the drip 
method, which involves admission of the patient to hospital, 
or, alternatively, by almost daily injections spread over about 
four weeks. Obviously the daily injection, which can be done 
in the out-patient department, if equally efficacious is far pre- 
ferable. Mapharsen is described as a distinct advance on the 
older organic arsenicals used in the treatment of syphilis, chiefly 
on account of its much lower toxicity. 

Like every other department of human activity, dermatology 
has been affected by the convulsions through which the whole 
world is now passing. The first result of this noted by the 
editors of the Year Book is that the current volume ts slimmer 
This, as they say, is not surprising ; It Is 


than its predecessors. 
more unexpected to find that they are of opinion that the 


demands of military medicine and the war industries will act 
as a stimulus to progress in dermatology. In our view they 
are only likely to do so to a very limited extent. The chief 
problems exercising dermatologists at the moment are the 
control of scabies and of industrial dermatitis. Both these are 
of great practical importance, but they are rather narrow fields 
of endeavour, and it can hardly be said that the curious con- 
ditions in which the world of medicine now finds itself are 
favourable to research on first principles. But there is one 
problem which those who were concerned with the care of troops 
and industrial workers during the last war will remember only 
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too well and which we now find has been to a great extent 
solved—that of venereal disease. In this field at least State 
medicine has scored a triumph, for the campaign in this country 
has been conducted entirely under the direction of the Ministry 
of Health and the medical corps of the Services. We are sur- 
prised that so little attention has been called to the progress 
here made. On the other hand, we refuse to believe that derma- 
tology, either as an art or as a science, is likely to flourish better 
in war than in peace. 


FUNCTIONAL PATHOLOGY 


By Leopold Lichtwitz, M.D., Chief of the Medical 
(Pp. 567. 42s.) London: 


Functional Pathology 

Division of the Montefiore Hospital, New York 

William Heinemann (Medical Books) Ltd. 1942 
The study of structure necessarily precedes that of function ; 
85 years separated the writings of Vesalius from those of 
Harvey. Virchow gave a great impetus to morbid anatomy, 
but before long this was found not to be the whole of patho- 
logy, and biochemistry made important contributions to the 
study of disordered function. Consequently, after thirty years’ 
work, Prof. Lichtwitz finds it possible to write a textbook of 
Functional Pathology, and very good it is. Deliberately written 
from an individual point of view, the author is prepared fot 
the reader to find it sometimes unorthodox, and hopes that 
it may thereby stimulate thought and discussion. 

The importance of the hypothalamus as a regulating centre 
hts been realized of recent years, but no one, we think, has 
emphasized this more than Prof. Lichtwitz in his account of 
the functions of the hypothalamic-pituitary complex as the very 
mainspring of vegetative life. He goes so far, for instance, 
as to suggest that adenoma formation, as well as functional 
overactivity of the Langerhans islets, may be secondary to hypo- 
thalamic damage. He quotes with approva! Joslin’s trenchant 
phrase that “diabetes mellitus is the punishment for obesity.” 
which, frankly, we regard as an overstatement. It may apply to 
the glycosuria of later life, but hardly to the much severer 
cases occurring in youth. Indeed, as the author points out on 
the same page, the obese Fréhtich type shows hypoglycosuria. 
He makes some interesting clinical deductions from Barcroft’s 
work on the significance of the spleen as a blood depot, ce- 
scribing a case of intermittent splenomegaly without anaemia, 
which he terms “ Barcroft disease.” His remarks on essential 
hypertension and the machine age are of topical interest, and 
he quotes Howkins to the effect that * the high cerebral special- 
ization that makes possible all the developments and the extra- 
ordinary rate at which success has been attained both point 
to the conclusion that man is a species destined to a spectacular 
rise and an equally spectacular fall.” Perhaps this is coloured 
by the author’s own experience in Germany. 

We do not know of another book which covers the same 
ground with an equally wide, yet individual, vision; it co- 
ordinates many apparently isolated facts into a new synthesis, 
and should prove very helpful to workers in varying fields. 
There is a quaint slip on page 291, where a reproduction of a 
Greek statue is labelled “ Venus de Milo,” which it certainly 
is not. 





Notes on Books 


The symposium on Surgery of Modern Warfare by 72 con- 
tributors, under the editorship of Mr. HAMILTON BAILEY. first 
appeared in 1940; a second edition is now being issued in two 
volumes by E. and S. Livingstone of Edinburgh. Volume I is 
a handsome and well-illustrated book of 480 pages (price 40s.) 
and consists of eight sections, divided into 47 chapters. It is 
devoted to a consideration of the general and special features 
of war wounds and their treatment, with sections on wounds 
of the blood vessels, wounds of the head and neck, wounds and 
injuries of the spine, and wounds of the trunk. The Greek 
version of the Old Testament, known as the Septuagint because, 
legend says, it was made by 72 translators in 72 days on the 
island of Pharos, may be looked upon as the earliest and most 
remarkable example of literary team-work on a large scale. 
Their subject-matter was more static than is war surgery to-day, 
ai scholars of 270 B.c. were perhaps more amenable to 
editorial discipline than surgeons are in A.D. 1942, so we cannot 
expect quite the same uniformity of approach and performance 
from Mr. Hamilton Bailey’s 71 collaborators, but his book is 
very readable and will no doubt attract many more readers in 
its new form. : 


Preparations and Appliances 








HEAD CLAMP FOR USE WITH ELECTRIC CON- 
VULSION THERAPY APPARATUS 


Dr. G. W. Green (Cheadle Royal, Cheshire) writes: The past 
year has seen a great increase in the use of the electrical method 
of producing therapeutic convulsions, and as a result one hears 
expressed many opinions of the various forms of commercial 
apparatus in common use. In this respect, while the instru- 
ments themselves are quite satisfactory, there is frequent adverse 
criticism of the head electrodes, which may be too cumbersome 
in some cases, too fragile in others, and so forth. For this 
reason it would seem worth while to describe a form of head 
clamp which has been in use at Cheadle Royal for more than 
two years. It was originally designed and made from scrap by 
the hospital engineer, Mr. H. Henshall, and has since been 
modified in detail in the light of experience, and over many 
months of daily use it has been found to be thoroughly reliable, 
quite satisfactory, and very convenient. 

The drawing reproduced is more or less self-explanatory. 
A is a solid metal rod about 6 inches long, to each end of 
which is bolted a piece of spring steel, B. also about 6 inches 
in length. Each electrode consists of a disk of lead 2 inches 
in diameter, C, screwed to a piece of ebonite of similar diameter 








and about 1/2 inch thick, and over which gauze soaked 
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in saline is held in place by a loose-fitting ebonite ring, D, when 
in actual use. A bolt passing through the centre of this and 
suitably insulated passes through an ebonite bush affixed to the 
end of the spring arm, the hole in this bush being comparatively 
large in order to allow a certain amount of lateral movement of 
the electrode and thus ensure good contact with varying shapes 
and sizes of head. This arrangement is steadied by a spring, S. 

Our greatest difficulty has been to devise a_ satisfactory 
method of connecting up with the lead electrode, for the 
attachment of ordinary flex, etc., is unsatisfactory owing to the 
corroding effect of the saline, which rots the wire with sur- 
prising rapidity. Finally, therefore, wé have soldered the 
central bolt to the lead electrode plate, and to this bolt has been 
attached a piece of half-inch-wide copper strip, E, which is 
conveniently insulated and bound to the rest of the appliance. 
The flex can then be soldered to this at some point well away 
from any possibility of contact with the saline. The appliance 
is finished by being bound with insulating tape and given a coat 
of shellac. 

We have found that by far the most convenient plug to use 
for connecting up with the shock apparatus is an ordinary 
5-amp. lighting plug, and our instruments have been fitted with 
sockets suitable for this. 
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ANAPHYLAXIS 


During his investigations on the toxic effects of extracts 
of certain marine animals for dogs, Richet’ observed that 
sublethal doses of extract could produce violent symptoms 
and death in those animals which had received an injec- 
tion of the same extract several weeks previously. Later 
it was shown that this state of increased or altered reactivity 
(anaphylaxis) could be induced by any antigen. The 
antigen need not in itself possess any toxic properties. 
Otto* and Rosenau and Anderson’ made the first exten- 
sive and detailed study of anaphylaxis in guinea-pigs, using 
horse serum as sensitizing and shock-eliciting antigen. 
Extensive studies have also been made of anaphylaxis in 
rabbits, pigeons, mice, and rats. It soon became apparent 
that the syndrome of anaphylactic shock was constant for 
each animal species, and independent of the antigen used. 
Thus anaphylactic shock in dogs is accompanied by a steep 
fall in blood pressure, engorgement of the liver, and in- 
coagulability of the blood. In guinea-pigs the most pro- 
minent feature is asphyxia, and after death extreme 
pulmonary emphysema is found ; in rabbits signs of acute 
cardiac failure are the most pronounced. 

Because the phenomena of acute anaphylactic shock for 
any particular species are so constant and striking, many 
have come to regard them as diagnostic. This has un- 
fortunately led some quite erroneously to apply the term 
“ anaphylaxis * to a complex of signs and symptoms rather 
than a state of increased sensitivity, as suggested by Richet. 
Much confusion has arisen as a result of this misinterpre- 
tation of the term. It is now commonly known that the 
guinea-pig, for instance, will react to the intravenous injec- 
tion of a variety of substances-with symptoms almost indis- 
tinguishable from those of acute anaphylactic shock. The 
list of substances includes, among many others, protein 
breakdown products such as peptone, fine suspensions of 
particulate matter such as precipitates formed by mixing 
antigens and their corresponding precipitating antibodies 
in the test-tube, and a number of non-protein colloidal 
substances. Hanzlik and Karsner* have described shock 
evoked by the non-protein colloids as “ anaphylactoid.” 

Pharmacological and physiological investigations during 
recent years have revealed that the phenomena of acute 
anaphylactic shock, and of anaphylactoid reactions, depend 
on the liberation from the tissues of the animal of a num- 
ber of substances with specific pharmacodynamic actions. 
These have been comprehensively reviewed by Dragstedt.’ 
The similarity between the phenomena of shock evoked 
by the re-injection of antigen into a sensitized animal and 
those of the many anaphylactoid reactions is entirely 
dependent on the liberation from the tissues of the same 
pharmacologically active substances. Histamine, which is 
a constituent of normal living tissues, is, as was postulated 
by Dale,” liberated as a result of the stimulus given by 
an antigen-antibody reaction in or on the tissue cells. The 
histamine thus liberated is responsible for the fall in blood 
pressure in the dog, for the bronchospasm with resultant 


1 C. r. Soc. Biol., 1902, $4, 837. 

2 Gedenkschr. f. R. v. Leuthold, 1906, 1, 155. 

3 U.S. Hye. Lab. Bull., 1906, 29; J. med. Res., 1906, 15, 179 
4 J. Pharmacol., 1920, 14, 379. 

5 Physiol. Rev., 1941, 21, 563. 

6 Lancet, 1929, 1, 1285. 
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emphysema in the guinea-pig, and the in vitro anaphylactic 
contraction of smooth muscle of sensitized animals. By 
the application of recently developed quantitative methods 
for the determination of blood histamine, it has been 
demonstrated that the amount of this substance in the 
circulating blood of the dog and guinea-pig is increased 
during acute anaphylactic shock. This gives striking con- 
firmation of Dale’s hypothesis. On the other hand, the 
circulating blood of the rabbit in acute anaphylactic shock 
does not contain more histamine than normal. It has, how- 
ever, been shown that in the rabbit, unlike what happens 
in the dog and guinea-pig, the shock-eliciting antigen- 
antibody reaction occurs in relation to the leucocytes of 
the circulating blood. As normally the greater part of 
the blood histamine is contained within the leucocytes, the 
liberation of histamine from them will increase the plasma 
content, but not that of whole blood. The circulating 
leucocytes in the rabbit, therefore, play the part taken by 
fixed tissue cells of the dog and guinea-pig. The fact that 
anaphylactic shock in the rabbit depends on an antigen- 
antibody reaction in relation to the leucocytes of the peri- 
pheral blood probably explains why in this species a high 
degree of sensitivity (anaphylaxis) is associated with a high 
antibody content of circulating blood, while in the guinea- 
pig excess of antibody in the circulating blood, by com- 
bining with injected antigen and so preventing it from 
reaching the antibody fixed in or on the smooth muscle 
cells, will prevent the occurrence of shock. 

Histamine is not, however, responsible for all the pheno- 
mena of acute anaphylactic shock. Incoagulability of the 
blood, one of the most constant and striking manifesta- 
tions of anaphylactic shock in the dog, is now known to 
depend on the liberation of heparin from the liver. There 
is evidence, too, that some at least of the circulatory mani- 
festations of anaphylactic shock in the rabbit may be due 
to choline. It is probable that in the near future still 
further substances which play a part in anaphylactic 
shock will be found. 

The evidence which has been produced by these pharma- 
cological studies clears up many subjects of controversy 
encountered in the earlier literature on anaphylaxis. It 
can no longer be regarded as permissible to base the 
diagnosis of anaphylaxis on a symptom complex only. The 
symptoms only reflect the physiologically active substances 
liberated by any particular stimulus. It is the nature of 
the stimulus which is characteristic of anaphylactic shock. 
Anaphylaxis, according to its original definition, is a state 
of increased reactivity or sensitivity to an antigen. The 
sensitivity may be induced actively or passively. In either 
case a latent period is required for fixation of antibody 
to the cells of the animal. There still remains unsolved 
the mechanism by which the specific antigen-antibody re- 
action stimulates the liberation of the preformed pharma- 
cologically active substances on which the phenomena of 
acute anaphylactic shock depend. 





THE LION’S TEETH 
War is a shrewd test of national unfitness because the 
preliminary examination of recruits and subsequent train- 
ing throw out those who suffer from at least the grosser 
forms of defect. At the beginning of the present century 
our national calm was roughly shaken by the high pro- 
portion of young men whom the recruiting boards found 
unfit for service. Various committees hastily considered 
the matter, and the school medical service arose from 
their recommendations. The struggle of 1914-18 told the 
same story, only less crudely: and further advances in 
the personal health services were gradually made during 
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the next 20 years. But we have not gone nearly far 
enough in consolidating our gains in preventive medicine ; 
there is a woeful lack of uniformity in the official schemes 
for treating common ailments and defects. One result of 
this is that medical planning, which ought to be engaged 
in laying the foundations of a new order, has to spend 
much of its effort in putting forward remedies for defi- 
ciencies that were officially deplored a generation ago. 

The British Dental Association, in a memorandum pre- 
sented to the Interdepartmental Committee on Social 
Insurance and Allied Services, points out that the wide- 
spread persistence of dental disease in this country is due 
to two causes in addition to our general slackness in adopt- 
ing preventive measures: the absence of any attempt to 
secure co-ordination of the services covered by the various 
public agencies responsible for the health of the people, 
and our failure to arrange continuity of treatment even 
under the individual schemes. It is submitted that, for the 
present generation at least, emphasis must continue to be 
placed upon regular examination of the teeth and treat- 
ment at frequent intervals—/a force en attendant le droit: 
the existing order of things (as Matthew Arnold put it) 
until we have attained the sense of seeing and willing what 
is right. We need not discuss, therefore, for the present 
purpose the predisposing causes of dental decay or even 
the troubles that are alleged to flow from neglected caries 
and sepsis. It is surely enough to know that the state of 
our teeth is in itself a national disgrace that calls out for 
immediate remedy. 

The British Dental Association divides the arrangements 
for dental treatment into five groups. The local authorities 
may make provision for the dental treatment of expectant 
and nursing mothers and pre-school children, but many 
of these schemes are tidier on paper than in practice. In 
point of fact the dental care of this important group is 
often a holiday task for school dental officers, and no 
detailed reports have been required by central authorities 
to ensure that arrangements are sufficient. The B.D.A. 
suggests that the first essential of a scheme is to set up a 
staff of experienced dental surgeons at the Ministry of 
Health with a Chief Dental Officer on the staff of the 
Chief Medical Officer. This “ dental division” would be 
charged with the task of ensuring adequate arrangements 
throughout the country. 

The pre-school child is in the same parlous state as the 
expectant and nursing mother, so that the stage is set for 
early neglect of the teeth. The great majority of children 
enter school life with mouths that have already become 
sinks of iniquity, and much of the time of the school 
dental officer is spent in a frantic endeavour to remove 
sepsis and save the first permanent teeth which are coming 
into position about this time. It is to be hoped that the 
development of nursery schools made necessary by the 
war will be continued in peacetime so that preventive dental 
care will be undertaken as a routine. 

In the school dental service we are able to observe a 
system that is complete in many areas—at least on paper. 
The B.D.A., taking at random over 100 reports of school 
medical officers, made an interesting test of the efficiency 
of the dental service, using the scheme of Cambridge as 
a standard of comparison. Under the heading of staff 
the number of sessions devoted to treatment of 1,000 
children in average attendance showed 196 sessions in 
Cambridge ; the average of eight county samples was 68 ; 
for the county boroughs 83; and boroughs 73. Roughly 
75% of children examined required treatment, but it is 
important to note the numbers actually treated. Two 
figures are given: (a) the percentage treated of those found 
to require treatment and (+) the percentage of the school 
population in average attendance actually treated. 
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Cambridge 
ag os lee ene 28.4 
County boroughs 
Boroughs 7 

These figures are striking, and in Cambridge the practical 
result comes up to expectation : out of 382 children leaving 
school 354 had no active decay. Only 28 parents refused 
treatment for their children. 

There can be no escape from the conclusion that under- 
staffing is a serious menace to the efficiency of the school 
dental service ; it means that emergency work has to take 
precedence over a well-planned scheme of prevention and 
that extractions crush conservative treatment beneath their 
load. A partial dental service is an evil thing, because 
continuity of treatment is lost and the whole scheme tends 
to fall into disrepute. The position of the adolescent is 
no better. When the Government wisely extended the 
provisions of National Health Insurance to include 
juveniles no provision was made to ensure continuity of 
dental treatment because it was classed as additional benefit 
under the scheme. In the case of adults also dental benefit 
under the National Health Insurance is a weak-backed 
thing because it is available only when the approved 
societies have surplus funds at their disposal. This 
means an exceedingly irregular distribution of dental 
treatment, and it is estimated that less than 10% of insur- 
ance patients are so entitled—a figure quite inconsistent 
with a good standard of dental health in the community. 
The present system consists generally of extractions and 
the provision of dentures. 

The remedies suggested by the British Dental Associa- 
tion are interesting. Its first recommendation is that dental 
benefit should be made a statutory benefit under the 
National Health Insurance Acts. It suggests that the exist- 
ing scale of fees should be abolished and replaced by a 
capitation grant. It recommends also an annual dental 
examination, and treatment where necessary for all insured 
workers under the National Health Insurance Acts. For 
the school child the B.D.A. puts forward the plea that 
medical and dental services should be pooled and region- 
alized under the direct supervision and control of the 
Ministry of Health and the Board of Education. If this 
means the isolation of school medical and dental services 
from other health services, with ad hoc regional arrange- 
ments under central and not local auspices, it is surely 
regionalization run mad. Integration not isolation of 
health services is the crying need of the moment. Planning 
for the future ot medicine contemplates a closer associa- 
tion of gereral practice with preventive medicine in all its 
aspects. In these circumstances the creation of a separate 
Regional Dental Scheme for school children under the 
direct control of the central authorities would be a dis- 
ruption of what has already been joined together and a 
backward step in health organization. 








THE SHAW PRESOMITE HUMAN EMBRYO 

It is not often that early human embryos are obtained by 
operation and are suitably fixed at once, entire and in 
sound condition. This was fortunately the case in a 
specimen removed by Dr. Wilfred Shaw’ of St. Bartholo- 
mew’s Hospital from a woman on whom he performed a 
subtotal hysterectomy for the relief of a right cornual 
myoma. On the uterus being opened immediately after 
removal, a small prominence about | cm. in diameter was 
observed on its posterior wall. This was excised, fixed in 
Carnoy-sublimate solution, and after being embedded in 
paraffin a complete series of sections of 10 » thickness 
"~~~ British Medical Journal, 1932, 1, 411. 
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was cut by Dr. Shaw. The specimen is of special interest 
because it fills a gap between those stages of the develop- 
ment of human embryos before segmentation has begun 
and those in which it has already begun ; and it represents 
a phase of development which precedes the union of the 
four separate regions of the developing circulatory system 
—namely, the vitelline, chorionic, stalk, and intra~-embryonic 
zones. It also confirms and supplements earlier observa- 
tions on embedding of human embryos at approxi- 
mately the same stage of development, such as those pub- 
lished by H. Stieve, P. Yung, and others. It further 
demonstrates a close agreement in many essential points 
between the implantation of the human ovum and that of 
the macaque monkey, so beautifully described and illus- 
trated by Wislocki and Streeter.” 

The measurements of the embryonic rudiment are 1.66 
mm. x 1.34 mm., the length of the embryonic shield being 
1.05 mm., and of the body stalk 0.61 mm. There is a well- 
defined primitive streak and groove, blastopore, notochordal 
process and canal, the latter being incomplete and showing 
no opening into the archenteron. A prechordal plate is 
also present. Head and tail folds are distinct. A typical 
cloacal membrane, allanto-enteric diverticulum, and conical 
amniotic recess in front of the stalk are also present. An 
interesting feature in the early development of the vascular 
system is the presence of nucleated angioblastic strands of 
protoplasm in the chorionic mesenchyme, including that 
in the basal segments of the villi. These strands are finely 
granular and are stained pink with eosin ; they frequently 
show vacuoles, which tend to fuse with one another so as 
to form the lumina of thin-walled endothelial sinuses and 
capillary vessels. Attenuated processes of the angioblastic 
strands are continuous with the mesenchyme. The lumina 
of the capillary vessels formed by the fusion of the intra- 
cellular vacuoles appear empty and contain no formed 
elements. It is obvious, therefore. that the capillary walls 
here are developed before, and quite independently of, any 
haemoblastic cells. In the wall of the yolk sac a different 
picture is seen: angiogenesis and haemopoiesis appear to 
be proceeding simultaneously. Here blood islands are con- 
spicuous, and consist of solid masses of haemocytoblasts 
and primitive erythroblasts, some of which are enclosed by 
an endothelial covering, while others are not. Besides both 
inter- and intra-cellular spaces in the splanchnic mesoderm 
of the yolk sac, spaces are found which are lined by an 
endothelium resembling the mesothelium on the outer 
aspect of the mesoderm. The endothelial spaces are 
situated in the mesoderm beneath the entoderm. Some con- 
tain haemocytoblasts and erythroblasts ; others contain no 
formed elements, and look empty. The endothelial walls 
of these primarily empty spaces thus seem to be developed 
from the mesoderm or mesothelium independently of the 
haemocytoblasts. In the mesenchyme of the chorionic or 
attached end of the connecting stalk there are spaces lined 
by endothelium which differ from those in the parietal 
mesenchyme and villi, for they contain free cell elements 
which appear to have arisen by budding from the endo- 
thelial wall of the vessel. These, however, differ widely 
in size and character from the haemocytoblasts of the blood 
islands. At the umbilical end of the stalk the splanchnic 
mesoderm, continuous with the yolk-sac mesoderm, is more 
cellular than the mesenchyme at the chorionic end of the 
stalk. Here blood islands are found in the site of the future 
umbilical vessels and in the region of the allanto-enteric 
diverticulum. These, however, are not yet enclosed in 
endothelium, and no communication has yet occurred 
between these and either the chorionic (placental) or yolk- 
sac (vitelline) vessels. 

2 Contr. to E mbr., 1938 (No. 160), 27, 1. 





The general description in Part I’ of an article by R. J. 
Gladstone and W. J. Hamilton is followed by a discussion 
of the literature on the embryonic disk, primitive streak, 
cloacal membrane, notochordal process, chordal canal, and 
prechordal plate, and in Part IL‘ the same authors describe 
in detail the implantation cavity, the “ aperture of entry,” 
the chorionic villi, and the connexions of the ovum with 
the uterine mucosa. 


FLUOROSIS AND DENTAL CARIES 
Mottling of the enamel of teeth is now generally regarded 
as one of the effects of drinking water containing certain 
amounts of fluorine (1.6 to 3 parts of fluoride per million). 
Such water occurs in widely separated localities and is often 
obtained from deep wells sunk in igneous rocks. Surface 
water contains very little fluoride. Evidence is, however, 
accumulating that fluorine has a beneficial effect on denti- 
tion, for mottling rarely, if ever, occurs in the same teeth 
as caries.’ * Sognnaes’ has detected a condition suggestive 
of threshhold dental fluorosis in the inhabitants of Tristan 
da Cunha. White spots were observed in the enamel and 
there was remarkably little caries. Analysis of teeth’ 
obtained at the time of normal exfoliation or by extraction 
in later life showed an average content of 0.014% of 
fluorine in the enamel of both dentitions, and 0.0196% and 
0.027% in the dentine of the deciduous and permanent 
teeth respectively. These values are higher than those of 
0.0069% for carious and 0.0111% for sound permanent 
teeth obtained by Armstrong and Brekhus’ for teeth of 
people living in Minnesota. Lukomsky'’*’ has concluded 
from a histological study of the action of fluorine on 
exposed dentine of human beings that fluorine helps to bind 
calcium in various tissues, and particularly in teeth and 
bone. Finn and Hodge’* have confirmed the finding of 
other workers that fluorine prevents or arrests the develop- 
ment of caries in rats, but they do not explain its action. 
McClure’ has found that a minimum of 10 parts of fluorine 
per million in the drinking-water of rats gave partial pro- 
tection against occlusal rat caries. Approximately 80% 
protection was afforded by 50 or 100 parts per million. 
He suggests that fluorine inhibits rat caries by anti-enzy- 
matic local action. Lawrenz and Mitchel’* have found 
that the retention by rats of fluorine from sodium fluoride 
is equal to that from calcium fluoride but greater than that 
from green tea—which in turn is probably greater than that 
from raw rock phosphate. The fluorine from sodium 
fluoride given in the drinking-water is 21 °% more assimilable 
than when given in the food. These experiments were 
carried out with concentrations of 9 to 12 parts per million. 
Arnold and McClure’ have injected sodium fluoride into 
rats to avoid any local action which would be made 
possible by its presence in the food or water, but they 
found no significant reduction in induced dental caries. 
They did find, however, that the fluorine content of the 
enamel was increased both by subcutaneous injection of 
sodium fluoride and by giving it in the drinking-water (10 
parts per million). They therefore concluded that fluorine 
has no systemic influence on the development of caries 
when introduced during the post-eruptive tooth period. 
ie enictinaaies ' 7. Anat., Lond., 1941, Part 1, 76, 9 
‘ Ibid., 1942, Part II, 76, 187. 

5 British Medical Journal, 1939, 2, 1284 
6 Ibid., 1940, 1, 817. 

7 J. dent. Res., 1941, 20, 303 

8 Ibid., 315 

9 Ibid., 1938. 17, 27 

10 J. Indian med. Ass., 1941, 10, 483 

11 J. dent. Res., 1941, 20, 649 

12 J. Nutrit., 1941, 22, 255. 

13 Thid., 391. 


14 [bid., 62). 
15 J. dent. Res., 1941, 20, 457. 
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Thus the evidence available to date seems to support the 
theory of a local action of fluorine in protecting the teeth 
from caries. 

VITAL STATISTICS FOR THE SECOND YEAR 

OF THE WAR 
rhe review of the vital statistics of England and Wales for 
the second year of war by Dr. Percy Stocks on page 789 
gives us a basis for estimating gains and losses. The con- 
clusion that can be drawn is that the position is a very 
satisfactory one for war conditions. 

The fall in the birth rate continued in 1941 and the rate 
of 14.2 per 1,000 of the population was 0.7 below the rate 
for 1939. This was the lowest birth rate ever recorded, 
being 0.2 below the previous smallest rate, which was 
attained in 1933, although over 6,000 more births were 
registered than in that year. An improvement in the birth 
rate has occurred during the first quarter of the present 
year. The rate for the March quarter of 1942 recovered 
to 15.5, and was the highest recorded in this quarter during 
the past ten years. The stillbirth rate has declined during 
the past few years; the rates per 1,000 total births for 
the four years 1938-41 were 38, 38, 36, and 35. This 
appears to be a satisfactory improvement, but without a 
knowledge of the mothers’ ages it is impossible to state 
that a real improvement has occurred during the past two 
years. As a result of the war there has been a large 
increase in the numbers of young married women, and 
the risk of a stillbirth increases with age. If there has 
been a large increase in the proportion of young mothers, 
then a fall in the crude stillbirth rate was to be expected. 

Infant mortality has steadily risen during the war: rates 
for 1939-41 were 50, 55, and 58 per 1,000 live births, but 
remain below the level of a few years earlier ; the average 
rate for 1931-5 was 62. The cause of the increase is a 
matter for conjecture, because no data are available. It 
is probable that the epidemic of whooping-cough experi- 
enced during 1941 was responsible for the major part of 
the increase. The deaths from this important cause of 
infant mortality were approximately twice the average 
number which occurred in the immediate pre-war years 
of 1937-9. Another but less important factor influencing 
infant mortality was the large proportional increase of 
illegitimate births. Illegitimate births in 1941 exceeded 
those of 1940 by 5,191 and were about 20% higher than 
in the years preceding the war. There was a striking 
improvement in infant mortality in the March quarter of 
1942, when the rate—61 per 1,000 live births—was the 
lowest ever recorded in any first quarter. 

The main feature in the vital statistics for the first year 
of war was the large rise in the death rate—from 12.1 in 
1939 to 14.0 in 1940. The mortality rate showed consider- 
able improvement in 1941 and declined to 12.9. Deaths 
from enemy action had considerably increased the mor- 
tality rate from violence, which in 1941 was twice that of 
1939. When deaths from disease only are used as an index 
of health, the experience of 1941 compares more favour- 
ably with that of 1939: the rates were 11.7 and 11.5 
respectively. The death rate from all causes, including 
violence, in the first quarter of 1942 was only 14.8, com- 
pared with 15.1, 19.9, and 17.5 for the March quarters of 
1939-41. 

The mortality from tuberculosis, which caused concern 
in 1940, has shown a further increase. The deaths were 
2,363 in excess of the average number of 1937-9, an increase 
of 9%. There was no further increase in the number of 
deaths from respiratory tuberculosis in 1941 on the total 
for 1940, but an increase of 480 was recorded for tubercu- 
losis of the meninges and central nervous system. The 





relative increases in the number of deaths from tubercu- 
losis recorded in 1941 compared with those in 1939 were: 
respiratory 10%, meningitis 40%, other forms of tubercu- 
losis 11%. There are some interesting contrasts when the 
mortality during the first two years of the present war is 
compared with that of the first two years of the war of 
1914-18. The 1941 rise in tuberculosis mortality was twice 
that recorded in 1916, the difference being due mainly to a 
rise in mortality in children. In 1916 there was no alteration 
in the age group under 5, and there was a 16% increase at 
ages 5-9; in 1941 the increase of each of these age groups 
was 45% above the level of 1939. The increased mortality 
is causing concern. The explanation advanced by Stocks is 
that the additional stresses, physical and psychological, 
imposed by war conditions proved too much for many 
patients already ill with pulmonary tuberculosis, so that 
they died in 1940 or 1941, before they would otherwise 
have done. The physical stresses were undoubtedly aggra- 
vated by the policy of closing sanatoria at the beginning 
of the war, and this probably advanced the date of death 
of many patients. The facilities for sanatorium treatment 
are still restricted. Other infectious diseases in which there 
were significant increases were cerebrospinal fever, whoop- 
ing-cough, and enteric infections. Of these cerebrospinal 
fever was the only disease which decreased from the 1940 
level. The deaths in 1941 compared with the average of 
1937-9 were 3} times as great for cerebrospinal fever, 3 
times for dysentery, and twice as large for whooping-cough. 
Several infectious diseases have progressively declined in 
incidence during the war. Two minor causes of death, 
scarlet fever and erysipelas, showed a 50% decrease in 1941 
on the average of 1937-9. 

The deaths from most of the other diseases in 1941 
were in excess of the average of 1937-9. The most notable 
increase was that of coronary disease, in which there were 
2,062 deaths in excess, an increase of 13%. The excess of 
deaths from pneumonia and bronchitis over the total for 
1939 was probably due to conditions arising from air raids, 
actual or expected, combined with the severe winter, 
although the winter of 1939 was severe too. 


The Right Hon. Sir Earle Page, G.-C.M.G., Ch.M., Hon. 
F.R.C.S., has been appointed a member of the Order of 
the Companions of Honour. 











The Trustees of the Lady Tata Memorial Fund announce 
that, on the recommendation of the Scientific Advisory Com- 
mittee, they have agreed, if circumstances permit, to make the 
following awards for research in blood diseases, with special 
reference to leukaemia, in the academic year beginning October 
1, 1942: Grants for research expenses: Dr. J. Furth (New 
York); Dr. P. A. Gorer (London); Dr. A. H. T. Robb-Smith 
(Oxford): Prof. L. Doljanski (Jerusalem). Part-time personal 
grant and grants for assistance and research expenses: Dr. 
W. Jacobson (Cambridge). 


The Ministry of Health has published a memorandum on 
War-Time Feeding in Hospitals setting out in practical form 
and in plain language means by which improvements can be 
effected in the meals served in many hospitals, and how waste 
may be avoided. It has been prepared for the use of hospital 
committees and medical officers, as well as superintendents, 
matrons, and stewards. Stress is laid on the responsibility of 
the medical officers, who are recommended not only to keep 
an eye on the kitchen arrangements and the food but to be 
present in the wards at least once a week when meals are 
served. The memorandum gives much sensible advice on every 
aspect of hospital feeding, and the appendices contain menus 
and wartime recipes. It is deservedly commended by the 
Minister of Health in a foreword. 
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War Surgery of the Extremities 


This is one of a short series of articles based on lectures 
given at the British Postgraduate Medical School, 
Hammersmith 








PLASTER TECHNIQUE 


BY 
RUSCOE CLARKE, M.B., F.R.C.S. 


Present conditions necessitate a reconsideration of some of 
the principles underlying the treatment in plaster-of-Paris 
of injuries to the limbs. There are significant differences 
in the principles involved in the treatment of different types 
of injury and at various stages of healing. For the purpose 
of this re-evaluation we may distinguish three main prob- 
lems : (1) the treatment of closed fractures ; (2) the treat- 
ment of major penetrating wounds of the limbs; (3) the 
treatment of certain more limited injuries to the soft parts, 
skin, tendons, joints, etc. 


Closed Fractures 

The object of plaster treatment is to obtain maintenance of 
reduction, of approximation of the fragments sufficient to secure 
rapid bony union, and at the same time maximum maintenance 
of function in the neighbouring joints, muscles, tendons, etc., 
compatible with the necessary splintage of the bones. Treat- 
ment does not consist in: reduction—immobilization—restora- 
tion of function, in that order. These phases are interlocked. 
Maintenance rather than restoration of function is the objective. 
This must, so far as possible, accompany all other treatment. 
The old rule that “the joints above and below the fracture 
must always be immobilized” has now so many exceptions 
to it that it has ceased to be of any value as a rule. Joint 
function may to a large extent be conserved by the continuous 
movement of the tendons which play over it. Wherever pos- 
sible, however, full use of neighbouring joints is encouraged 
from the start. 

The exact requirements with regard to inclusion of joints is 
dependent upon the specific site and character of the fracture. 
There still survives a belief that “rest” of itself has some 
mystical function in the production of healing. This can be 
misleading. It is essential to consider what tissues are involved 
and under what conditions healing takes place best in those 
tissues. All treatment should be based on a precise appreciation 
of the nature of the healing process and of all the factors which 
influence its speed and efficiency. 


Major Penetrating Wounds of Limbs 

Here the chief immediate objective is the prevention of infec- 
tion ; in particular, of severe spreading infection, septicaemia, 
gas gangrene, and tetanus. The role of a plaster cast applied 
to such a wound after full and careful wound excision, explora- 
tion, and drainage is threefold: 

1. Immobilization of all Tissues in the Limb. 
joints, muscles, tendons, bone, and even the skin. 


This includes all 


2. Protection of the Wound against secondary infection (and 
against further injury while travelling). 

3. Even Pressure to control oedema and limit granulation 
exuberance. 


The most important function is that of immobilization, which 
plays a predominant part in the prevention and control of infec- 
tion. It is necessary to leave only the tips of the fingers or toes 
accessible for inspection of circulation and with capacity to 
move them. As healing proceeds, and the danger of severe 
infection decreases, more movement may be allowed. When 
the wound is healed the condition will resemble that of a closed 
fracture. Where healing is delayed by local infection some kind 
of compromise is indicated. Immobilization of all tissues is 





essential in combating infection, but the function of muscles, 
tendons, and jonts cannot be ignored during the weeks and 
months which healing may take. 


Injuries to Skin and Soft Parts 

Here again initial treatment aims at the prevention of infec- 
tion. Complete immobilization of all tissues of a limb may be 
necessary for a short time, perhaps only for a matter of days 
Once the immediate danger of infection has been avoided, most 
injuries to skin, tendons, muscles, joints, etc., require carefully 
graded active movements during the ensuing period. The prin 
ciples upon which immobilization is based change during treat- 
ment. Unless the exact pathological processes taking place are 
borne in mind at each stage of treatment, the routine use of 
plaster or of any other kind of splintage carries with it grave 
dangers of contracture, deformity, stiffness, and general loss 
of function. All of these complications must be regarded as 
avoidable. 

General Considerations 

Two other general aspects of the use of plaster require careful 
consideration. The question of the use of padded or unpadded 
plaster casts is closely linked with the danger of constriction 
effects. 

The advantages of the unpadded skin-tight plaster are clear 
Fit is exact, and pressure is evenly applied over the whole area 
When padding is used it tends to become unevenly distributed 
More plaster sores are due to friction than to pressure from an 
accurately moulded skin-tight cast. In the hands of those who 
have taken the trouble to learn how to use it, the skin-tight 
plaster is one of the major orthopaedic advances of recent years 

Certainly there are many occasions when local or general 
padding is desirable. It must be recognized, however, that con- 
striction and interference with the circulation can occur, no 
matter how much padding is employed. Where there is no 
pre-existent vascular lesion the correct application of a skin- 
tight plaster is perfectly safe. Volkmann’s ischaemic contrac- 
ture has been seen where no splints of any kind were used. 
The dangers of circulatory damage can be avoided if certain 
precautions are taken. These involve: (1) routine elevation of 
the limb for twelve to twenty-four hours ; (2) in closed fractures, 
early movements of toes or fingers ; (3) careful observation of 
the fingers or toes with regard to mobility, colour, and tempera- 
ture ; (4) careful attention to all complaints of pain ; (5) splitting 
of the plaster from top to bottom when there is any real doubt 
about the state of the circulation. The last precaution may be 
taken as a prophylactic in many types of cast. It is particularly 
easy to do, without interfering with security when the new 
pattern-plasters are used for forearm or whole-arm plasters 
(see below). 

It should be borne in mind in this connexion that dried blood- 
soaked dressings can exert just as much pressure on an oedema- 
tous limb as can plaster. In addition, thrombophlebitis may 
result from pressure where wooden splints or plaster slabs are 
used without any tight encircling bandage whatever. 

Finally it must be remembered that slight oedema, unless 
accompanied by cyanosis, coldness, numbness, severe pain, or 
pain on active or passive movement of the fingers or toes, is no 
indication for removal of the plaster. Certainly it does not 
require the piecemeal nibbling away of little bits which is so 
often seen. It is the limb that has swollen and not the plaster 
that has contracted. Elevation and active movements are the 
correct methods of dealing with such swelling 


Practical Aspects 

Immobilization and Support during Application. 
essential if an accurate fit is to be obtained without internal 
ridges. This is easy enough where Hawley tables, skeletal 
traction, and Bohler frames, etc., are available. Where they 
are not, it is often worth while to improvise rather than to 
depend solely upon the strength and endurance of assistants 

Time of Setting.-The whole plaster cast should set in one 
piece. Stratification makes for weakness. It can be avoided 
by rapid application and thorough rubbing in of each layer as 
it is applied. The time of setting can be delayed, where neces- 
sary, by the use of borax. “Cellona” plaster bandages set in 
5 minutes, in tepid water. Warm water accelerates the setting 


This is 
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time. Borax, 1° (one tablespoonful to the quart), delays setting 
to 8 minutes ; 14%, to 15 minutes ; 2°, to half an hour. 

Removal of Plasters—This is often a cause of considerable 
anxiety, discomfort, and unnecessary hard labour. In my ex- 
perience the ordinary plaster shears are excellent, and most 
plasters can be removed with them rapidly and almost pain- 
lessly. The knack in using them can be acquired more easily 
if their mode of operation is understood (Fig. 1). 

Types of Plaster—Most limb injuries can be adequately 
splinted with circular plaster bandages, reinforced with slabs, 
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Fic. 1.—Diagram showing correct and incorrect use of plaster shears. 


of jaws. a, e: Jaws closed. 


plaster rope, external ridges, Cramer wire, or metal rods and 
strips. Nevertheless I believe the new pattern-plasters to be a 
great advance. Recently adopted by Trueta, these plasters can 
be rapidly prepared in advance from wide plaster rolls and 
special standard patterns.* Application is speedy. The method 
is economical. Good results can be obtained more uniformly 
in average hands. Where large numbers of casualties are being 
dealt with in a rush the advantage would appear to be over- 
whelming. 

Pressure Points.—Each main type of plaster gets its principal 
grip from certain key bony points. These are important in that 
they require special care in moulding or special protection with 
adhesive felt or rubber, which is more easily adapted if a cross 
is cut in the centre. 

Weak Regions.—These require reinforcement. If they are not 
appreciated the whole cast will have to be made unnecessarily 
thick and heavy, with consequent waste of plaster. 

Edges.—These are best rounded off with the fingers after re- 
inforcement. Circular stockinet facilitates a neat finish, espe- 
cially in the lower limb. The stockinet is rolled over when 
the plaster is nearly finished, and is fastened with an extra turn 
of plaster bandage. Where very accurate adaptation is essen- 
tial, as in fractures of the carpal scaphoid, it is preferable to 
omit any such preliminary covering for the limb. 

Soaking of Bandages.—Plaster bandages are placed in a basin 
of water with three to four inches unrolled. They are left in 
for 5 to 20 seconds, depending on size and thickness of the 
bandage. All bubbles are allowed to escape. The bandage is 
removed by lifting and gently squeezing the ends to expel 
excess water and conserve plaster. 

A pplication.—Where any padding is used the first few turns 
are put on fairly firmly. In the skin-tight plaster they must 
be put on smoothly and evenly without tension. Moulding 
around bony points is done gently but firmly with the fingers 
and thenar eminences. One danger of manual support is that 
fingers tend to grip and so produce grooves which may result 
in sores. Plasters may only be supported with the flat hand. 





* Both the wide plaster and the standard patterns can be obtained 
— Messrs. T. J. Smith and Nephew, Ltd., of Hull, makers of 
** cellona.” 
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Each layer is rubbed over to secure cohesion. Slabs, ropes, 
ridges. etc., are added and incorporated as indicated. 

Slabs.—These are made by running the bandage back and 
forth on a flat board either wet or dry. They must be smoothed 
out carefully before application. They are maintained in posi- 
tion by circular plaster bandages or previously soaked muslin 
bandage. 

Plaster Rope.—This is made by twisting the unrolled wet 
plaster bandage into a rope of the required size and thickness. 
The rope is attached by a few extra turns of bandage. 
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Magnified picture 


e-h: 
c, g: Heel pressing and bruising skin. 


Positions of handles. 


a-d: 
é b, f: Point pressed into skin: danger of nipping skin. 
d, h: Correct position for sliding and cutting. 


Amputations.—Ilt is worth mentioning here that plaster-of- 
Paris forms an excellent dressing for healing amputations, 
wounds, or as an immediate emergency dressing. 

A few of the more important features of some useful types 
of plaster cast suitable for application in injuries of the 
extremities may profitably be described in brief. 


Leg Plasters 
It is difficult to hold a fractured leg in good position for plastering. 
Severe fractures below the knee are best supported by skeletal traction 
in some modification of the Béhler frame. Where there is no fracture 











Fic. 2.—Use of chair as substitute for Boéhler frame. 


liable to get displaced the Béhler frame is still preferable. Where 
no such apparatus is available improvisations are possible (Fig. 2). 
Weight-bearing below-knee casts must be carefully moulded around 
the tibial condyles, which take the main pressure. The plaster 
must not interfere with knee flexion. The foot is supported at a 
right-angle with certain exceptions only, and in the neutral position 
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rather than inversion. Moulding around malleoli, tendo Achillis, 
and heel requires care. Longitudinal and transverse arches are 
maintained by moulding while setting is taking place. A posterior 
slab forms the main support. Lateral cuts adapt it to the heel. 
Projection beyond the toes requires careful lateral strengthening to 
prevent transverse cracking (Fig. 3). 
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Fic. 3.—Diagram illustrating method of strengthening foot 
support in leg plaster. 
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Walking-irons are best applied when the cast has set—i.e., the next 
day. Care is needed in adjusting the position of the iron to give 
maximum stability without allowing the fore part of the plaster to 
scrape the ground. While irons are stronger, the rubber heel has 
many advantages, particularly in elderly patients or in those with 
an unsteady gait. 

Hip Spica 

Indications —Immobilization of the leg below the knee can only 
be considered adequate for a severe wound if a hip spica is 
employed. For mid-thigh or hip injuries the double spica is essen- 
tial. In many instances the double spica is preferable in any case; 
nursing is easier; and movement and transport are safer. The inter- 
thigh bar or rope adds greatly to stability. Opinions vary with 
regard to the level on the chest to which hip spicas need reach. 
We prefer to take them well over the lower ribs at the sides. 

Support.—A hip spica is best applied on a special orthopaedic 
table. The sacrum is supported on a sacral rest and crutch pillar. 
The legs are suspended with the knees in flexion. A portable hip- 
rest may be substituted and the legs held by assistants. 

Pressure Points—The anterior superior iliac spines and the 
posterior aspect of the sacrum need special protection. Accurate 
moulding around the former provides the necessary immobilization 
of the pelvis. 

Weak Regions.—Special strengthening is required across the groins, 
behind the knee, and in the postero-lateral region at the thigh-buttock 
junction. 

Application.—A closely fitting stockinet covering is fixed in position 
with needle and thread over the padding on spines and sacrum. 
Overlapping slabs across the back are followed by a complete 
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Fic. 6.—Pattern for forearm 

plaster. 


covering with plaster bandages down to the ankle. Slabs reinforce 
the weak regions and further bandages complete the main cast. As 
soon as setting begins the foot is freed and the foot plaster com- 
pleted. With the knee supported, the knee-sling is released and the 
gaps trimmed and covered. When the plaster has set the patient is 
turned face downwards for trimming eround the perineum to give 
adequate room for toilet purposes. The inside of the plaster is felt 
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for ridges, which must be smoothed off. Room must be left over 
the abdomen. This may be ensured by preliminary insertion of a 
folded towel, which is removed later. 

Nursing.—The prevention of plaster sores depends equally on 
accurate moulding and on good nursing. The plaster must be care- 
fully dried under hot cradles or by exposure to the air for twenty- 
four hours. Pillows must not be allowed to support the shoulders 
so that the plaster cuts into the front of the chest. All complaints 
of pain and discomfort require immediate attention. If minor 
adjustments, trimming, aspirin, etc., provide no relief, the doctor in 
charge of the case must be consulted. Severe sores may be painful 
only during the first twenty-four hours. If they are not prevented, 
at least they must be diagnosed early. Sleep should be possible with 
a mild soporific. 

Finger Plasters 

Minor injuries to finger-tips may be treated in a plaster cap applied 
without other dressing (Fig. 4). When the whole finger requires 
immobilization a dry plaster bandage is applied, dipped in water, 
and moulded around the finger, the position of which is adjusted 
during setting (Figs. 4 and 5). 

Injuries involving tendons require immobilization of forearm, 
wrist, and fingers. This may be obtained by using the narrow 


(1-inch) Cramer wire fixed to the outside of a forearm slab. Exten- 
sions of the fingers is also best attached to a Cramer wire extension 
from a forearm plaster. 








Fic. 4.—Finger plasters. Fic. 5.—Application of the plasters. 


Forearm Plasters 


These may be applied in the form of a single slab cut out of wide 
cellona to the standard pattern (Fig. 6). This slab is about five layers 
in thickness, and is reinforced along the dorsum by interleaving with 
the surplus bits of plaster left over after cutting out. Application is 
simple. The edges can be turned back to leave a half-inch groove, 
which allows for swelling. The plaster is completed when the risk 
of swelling has passed. 

A plaster suitable for extensive injury to the skin of forearm or 
wrist is illustrated in Fig. 7, A, B, and C. Complete immobilization 
is essential until the main risk of infection is past (A). The fingers 
can then be released and movements begun while pressure is main- 
tained on the injured area (B). Later the elbow is freed and only the 
injured region is protected (C). 


J. 
B 


Graded mobilization (A, B, C). 











Shoulder Spica 
Here we believe that new pattern-plasters constitute the greatest 
advance, and only this technique will be described. 
Preparations of Sections.—These are three in number—for front 


and back of the body, and for the arm. They are cut out in advance 
from six layers of wide cellona, using the standard patterns (Fig. 8). 
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These are satisfactory for a wide range of adult figures, but need 
some adjustment for children and out-sizes. The spare fragments 
are used for reinforcing weak regions. 

Position —When anaesthesia is essential the patient's head and 
shoulders are allowed to project beyond the edge of the table, with 
a narrow board attached to the table supporting the back. The head 
is held. When anaesthesia is not required the spica is applied with 
the patient sitting or standing. The arm is abducted at the shoulder 
to almost a right-angle. The elbow is flexed as found convenient. 
The arm projects forward at an angle of 45 degrees. The forearm is 
in mid-pronation, the wrist dorsiflexed. 

Pressure Points —The main weight is carried from the iliac crests. 
Protection is needed here, on the shoulder, and at the upper border 
of the opposite axilla. 

ipplication.—The slabs for front and back are identical. They 
are dipped in water with 14° borax, in a sink or deep trough. When 
wet they are dragged backwards and forwards over the edge of the 
sink to remove excess water, and then transferred to a table. There 
they are smoothed over carefully to remove all air bubbles. The 
slab is now taken by its upper edges and applied to the patient. With 
the aid of an assistant the lower part is firmly applied to the iliac 
crests. The upper part of the shoulder parts are then applied. The 
reverse half completes the body support, which is fixed in place by 
a few turns of previously wetted muslin bandage, while the arm 
section is similarly soaked, smoothed, and applied. The forearm is 
adjusted first. Lateral slits are made to fit the elbow. Finally the 
shoulder region is fitted. The axillary region is reinforced and the 
whole completed with a few plaster bandages. A support of wire or 
rope for the abducted arm is found to be unnecessary. This has 
the great advantage of enabling the patient to get his arm into a 
sleeve 
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Fic. 8.—Pattern for shoulder spic&. 


Application of the hip spica is equally rapid with the wide bandages 
and special patterns. The mode of application is described in detail - 
in a handbook recently issued by T. J. Smith and Nephew, Ltd., to 
which those interested are referred. The method is described here 
to introduce the principle. Various technical modifications will no 
doubt be required before its full value is determined in practice 
(Fig. 9). 

Figs. 6, 8, and 9 are reprinted from Cellona Handbook, “ The 
Preparation of Plaster Casts, with Special Reference to the Use of 
Wide Cellona Material."’—January, 1941. 
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Fic. 9.—Pattern for hip spica. 


My thanks are due to Messrs. J. Robson and E. V. Willmott for 
their co-operation in the production of diagrams and photographs. 








THE IMPORTANCE OF NIGHT-VISION 
TESTS 
BY 


FRANCIS E. PRESTON, D.O.M.LS. 


In these days when special efforts are being made to lessen 
the number of road deaths and when statistics are being pro- 
duced that give us the conditions under which accidents are 
most likely to occur, we find that twilight yields a high per- 
centage. The ordinary motorist, when filling in his form of 
application for a driver’s licence, must give some indication 
of what his day vision is, but nothing is said regarding his 
night vision. This is hardly surprising, because until recent 
times there has been no night-vision test which even the oph- 
thalmologist could conveniently install in his consulting-room. 
The prospective driver tests himself, and if he can say that 
he is able to read a number-plate at so many yards’ distance 
he is accepted so far as his sight is concerned. We know that he 
may have 6/6 vision and yet his fields be so contracted that 
he passes his friends in the street, and he may be even unaware 
of the disability himself. No one can imagine a company 
accepting a client for a £1,000 life policy on the usual terms 
merely on what the proposer had to say about his own health: 
a medical examination would be considered essential. Then 
why not a medical examination of the motorist, not only as 
regards general fitness but also as to hearing and night vision 
as well as day vision? In the former the risk is of money, 
in the latter of a life or lives, for he endangers not only his 
own life but the lives of others, 


The Bishop Harman Test 
In my experience most folk have a very erroneous idea of 
their visual ability in subdued light. If they have excellent 
vision in daylight they generally conclude that their night 
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vision is good also, and this leads them to take unwarranted 
risks. When light begins to fail there is a definite change in 
vision values, and it is for this reason that so many accidents 
occur during this period. Recently I was asked by a Govern- 
ment official to make a special examination of a young lady 
who claimed that she could see just as well at night as she 
did in the daytime. If she could have done all she claimed 
to do she would have been extremely useful for the Services. 
1 examined her on a Bishop Harman disk-spotting night-vision 
test, and found that her ability to see in feeble light was less 
than mine, and | might add that I am twice her age. Such 
people are a menace at night. Even motorists who can see 
exceptionally well in poor light can be a source of danger if 
they are not conscious of the fact that, though they can see 
pedestrians, pedestrians may not be able to see them. It is for 
these reasons that the public.should be brought to realize the 
value of an assessment being made of their night vision as 
well as of their day vision. Such education could easily start 
with the young, and examinations could be carried out on 
children by school medical officers. The Bishop Harman test 
is equally suitable for young and old, and is easily and quickly 
executed, so there is now no excuse for such valuations not 
being made. Those who use the test will be interested in the 
apparent jumping about of the white disks. No doubt this is 
due to the side-to-side movement of the eyes in the feeble light 
as rivalry goes on between the macular and paramacular areas. 
This reminds us of the conditions associated with miners’ 
nystagmus. 

A short time ago I attended a patient who had had a severe 
fall at night 6 weeks earlier. Her complaint is that in the 
twilight, and at that time only, she occasionally sees minute 
flashes of light. She apparently had had a small intra-ocular 
haemorrhage as a result of the fall, for a tiny strand of tissue 
can be seen passing from the centre of the vitreous to the 
retina on the temporal side, and the side-to-side movements of 
the eyes in the twilight are evidently causing retinal irritation 
through the filament. 

Other Tests 

There may be other night-vision tests which from the 
physicist’s point of view give more constant results than Mr. 
Bishop Harman's. For example, it may be possible to have 
a luminous body which is less affected by atmospheric con- 
ditions than a standard candle burning 120 grains an hour, 
but I do not think there is any other test which will meet 
the requirements of the average busy ophthalmologist. Most 
ophthalmologists have had experience of elaborate colour-vision 
tests, which have now given place to those that are simple and 
easy to use. 

A few years ago a useful dark-adaptation test was put on 
the market. Fortunately A.R.P. regulations have protected us 
from the dazzling lights of inconsiderate motorists, and even 
those of us who are deficient in dark adaptation are not at 
times made temporarily night-blind as used to be the case. 
Let us hope that these regulations in some form or other will 
continue after the war. In this event the dark-adaptation test 
will lose some of. its significance ; however, the night-vision 
test must necessarily always remain important. 


A Note on Terminology 

It is unfortunate that the words “* hemeralopia ~ and * nyctal- 
opia” no longer have precise meanings. If we turn to 
Chambers’s Twentieth Century Dictionary we find: “ Hemeral- 
opia: day-blindness, a defect of vision except in artificial or dim 
light ; also applied to night-blindness. Nyctalopia: the defective 
vision of persons who can see in a faint light but not in bright 
daylight ; sometimes applied to the opposite defect.” I have 
drawn the attention of a scholastic friend to this mixed nomen- 
clature, and he suggests the term “nyctamauria” for night- 
blindness. Though medical men talk about tests for night-blind- 
ness, what they really mean is tests for deficiency or dimness of 
sight at night. Nyctamauroma (w2=night, dyavg@na=dim- 
ness of sight) would convey what they wish to express. Both 
nyctamauria and nyctamauroma are words that are pleasant 
in sound and precise in meaning. The termination “oma ”™ is 
one which we often meet with in medical literature. We can 
easily recall to mind trachoma, glioma, glaucoma, fibroma, 
neuroma, osteoma, and many others. Nyctamauroma, there- 
fore, does not seem unfamiliar to us. 
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Social Medicine 


Sir,—There is much talk abroad as to the part which social 
medicine is destined te play in our educational, medical, and 
communal planning for the post-war world. Sir Farquhar 
Buzzard (June 6, p. 703) has further excited our interest. But 
we still lack a convenient definition. Until a better one is 
forthcoming perhaps the following will serve: “ Social medicine 
is clinical medicine activated in its aetiological inquiries by 
social conscience as well as scieatific intent, and having as 
its main purpose the education of professional and lay thought 
and the direction of legislation on behalf of national health 
and efficiency.” 

Where the early education of the doctor is concerned the 
wards of our teaching hospitals are not lacking in living texts. 
Every clinical teacher who is prepared to develop his interest 
in aetiology is in a position to teach the elements of social 
medicine, but few perhaps at present regularly do so. In 
the quest for intimate causes we have long tended to neglect 
the ultimate causes of disease. Poverty, crowding, unemploy- 
ment and the fear of it, the varying liabilities due to age, sex. 
season, occupation, and industrial hazards—why have we paid 
such superficial attention to these while emphasizing the im- 
portance of the bacillus, the chemical poison, or the vitamin 
deficiency? These specific factors, after all, find their oppor- 
tunity solely or largely in company with the other non-specific 
or predisposing factors. Why in our teaching have we touched 
as a rule so lightly on the combined effects of known non- 
specific factors (environmental and genetic) in the causation 
of such prevalent non-specific maladies as psychoneurosis and 
peptic ulceration? The child with tuberculous meningitis ; the 
young man with pteurisy ; the young woman with hypochromic 
anaemia ; the doctor or bus-driver with duodenal ulcer: the 
girl from shop or factory or the office clerk with anxiety 
symptoms ; the occasional “ bachelor scurvy ” and (in wartime 
at least) the more frequent old age pensioner living alone and 
just too near the borderline of nutritional deficiency; the 
labourer with a Pott’s fracture remaining too long, or per- 
manently, out of a job for lack of rehabilitation facilities ; 
the victim of sickness or injury incapacitated for a previous 
occupation but not trained for new tasks within his powers : 
the middle-aged working-class mother worn to a state of 
chronic ill-health by too much child-bearing and its attendant 
cares—here are texts all ready to hand in ward and clinic 
Preoccupied with the teaching of the symptoms and signs of 
disease and ill-health, we have not sufficiently stressed the im- 
portance of pursuing their causes to their source, and in this 
we have somewhat failed as teachers, scientists, and humanists 
Nor, as a profession, have we been as insistent as we should 
in pressing for the better prevention of such preventable 
diseases as diphtheria and tuberculosis of bovine origin. 

The field surveys of the future students of social medicine 
must take them from the hospital to the homes of the people. 
to the shops, the factories, the docks, the mining townships, and 
the mines, at times to live and work in them. Research in 
social medicine may well require, but should not be too firmly 
anchored to. university departmenis and the office of the 
statistician. Nor must field studies, while welcoming their aid, 
be deputed entirely to non-medical social workers. The 
training for them should be clinical and sociological rather 
than in the nature of a D.P.H. course. Functions and careers 
to follow training and implement research will need to be 
carefully considered. The industrial medical service should 
open one important avenue. But where or how social science 
and medical science can best collaborate in the first instance 
must be carefully discussed and clearly defined in conjunction 
with leading sociologists before any experimental programme 
is launched. 

Meanwhile it is salutary to remind ourselves that aetiology 
is the most important but the most neglected branch of 
medicine. and that social medicine (which is applied aetiology) 
might immediately engage the more active attention of al! 
teachers, students, and practitioners of medicine, and will 
eventually require the co-operation of all citizens.—I am, etc., 


Guy's Hospital, S.E Joun A. RytLt 
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Pregnancy Toxaemia and the Posterior Pituitary 

Sir,—I read with considerable interest your leading article on 
pregnancy toxaemia and the posterior pituitary (June 6, p. 699). 
It is stated that “evidence to indict the pituitary was slowly 
accumulating, but as yet was imperfectly co-ordinated. ... 
The picture has now been much clarified by the research of 
Chunilal Mukherjee.” I compliment Mukherjee on the ex- 
cellence of his investigations, but I venture to criticize his 
acceptance of the work of Cushing (1934), who attempted to 
correlate hypertension with basophil infiltration of the neural 
lobe of the hypophysis, particularly in eclampsia. Cushing 
himself found definite infiltration in only 6 out of 9 cases 
of eclampsia. His work has been contradicted by various 
later observers, and the position was summed up by 
Dorothy Russell (Journal, 1935, 1, 1192) thus: “ Recently the 


theory formulated by Cushing that so-called basophilic inva- - 


sion of the posterior lobe was responsible for eclampsia and 
the hypertensive state has attracted a good deal of attention 
... Attempts to confirm the theory have so far failed.” 

I have been unable to associate this infiltration with hyper- 
tension after examination of a considerable number of serially 
sectioned hypophyses, and in an article (Edinb., med. J., 1937. 
44, 98) I have given reasons for supposing that infiltration of 
the neural lobe by basophil cells is associated with diminished 
function of the posterior lobe. Thus the position of the 
posterior lobe in hypertensive states is still a complicated 
one so far as histological research is concerned.—I am, etc., 


Oxford. G. Gordon LENNON, M.R.C.O.G. 


Tuberculosis in the Merchant Navy 


Sir,—tThe interesting article by Dr. John E. Wood (June 13, 
p. 716) draws attention to a matter which needs ventilation in 
every sense. There is a popular notion that life on the ocean 
wave is a healthy one. For the majority, especially stewards, 
this is not the case. Their department is by far the largest 
one, and in Atlantic ships may amount to 500 or 600 men 
and women. Space is limited even in the biggest ships, and 
their quarters are, therefore, crowded. 

Passengers pay for and get accommodation on the upper 
and intermediate decks, rank and file of the crew use what is 
left, and for stewards this usually means the lower decks, in 
which it is difficult to secure adequate ventilation. The amount 
of work involved in the domestic organization of a really big 
ship is enormous, far exceeding that of any hotel, and the 
steward’s day is long and hard. The passenger has perforce 
nothing to do and all day long in which to do it. He not 
unnaturally lingers over meals and all the other items which 
make up his day. The steward must stand by all the time. 
Things are done lavishly. ake meals alone. They include 
morning tea, breakfast, “ elevenses,” lunch, tea, dinner, supper, 
and, if anyone is really peckish, the obliging steward can always 
be called on to produce sandwiches at almost any hour of 
the day or night. 

When off duty, if he wishes to get some fresh air weather 
conditions in the Western Ocean frequently render the fore- 
deck (the crew’s promenade) of a ship driving ahead at 25 knots 
anything but inviting, and very often utterly impossible. So 
he goes to his lower-deck bunk : so do his mates, and as ports 
cannot be opened in even moderately bad weather, the air is 
soon vitiated. Forced ventilation is only partly successful in 
correcting this, as I shall presently show. At night conditions 
tend to be worse, as 95° of the men are then off duty. Far 
too often these men are overtired before their spell on duty 
is finished and they are free to get what rest they can in these 
unsatisfactory conditions. At the end of a busy voyage many 
of them look quite done up. True, all voyages are not busy 
ones, but then personnel is reduced, and two or three successive 
trips in the height of the season may go far towards lowering 
a man’s resistance to infection. 

The sick man is loath is seek advice lest he lose his job; 
hence the ship surgeon does not often detect the early case. 
His hands are full, with perhaps 1,000 crew and an even 
larger number of passengers to look after—no sinecure, no 
matter what popular opinion of his job may be. 

Now all the blame for this cannot be laid upon the ship- 
owner. Much has been done to improve matters, but his 
overheads are enormous and competition is strangling. Pas- 
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senger ships must be filled or nearly so, and at the same time 
superservice must be given if the ships are to pay. What 
then can be done? 

First, there should be more complete medical supervision 
in the planning of crews’ quarters in new ships to ensure that 
the best use is made of the available space. Secondly, I have 
nearly always found that as regards forced ventilation too 
much attenton is given to intakes and not enough to uptakes, 
which are far more important. One sometimes finds that a 
howling tornado is directed from a fixed intake, straight at 
someone’s bunk, the occupant of which indignantly plugs it 
with his socks (which are carefully removed before the 
captain’s inspection, but replaced afterwards). This is sheer 
bad planning and could be corrected. 

A proper system of medical record-keeping and routine ex- 
amination as advocated by Dr. Wood is essential. This was 
instituted some years ago by one large Atlantic company: it 
should be universal. If mass radiography is practicable, it 
would be excellent, but can it really be applied to such large 
numbers? | Finally, what a blessed saving of labour there 
would be if all shipowners could combine to persuade the 
travelling public that seven meals a day are not really neces- 
sary in order to sustain life at sea.—I am, etc., 


Brighton J. C. BRENNAN. 


Increase in Hypoglycaemia 


Sir,—Dr. Sutherland-Rawlings (June 13, p. 739) asks 
whether insulin hypoglycaemia in diabetics is on the increase 
and why. His letter is very pertinent and admirably brief. 
Even remembering that the sale of insulin constantly increases 
and more patients use it, I agree with him that hypoglycaemia 
has been unusually frequent in the last 3 months. I shall try 
to answer some of his questions and the many factors involved 
under the following headings. 

1. Insulin—lI_ believe that insulin has been = slightly 
strengthened in the last few months, so that 1 unit is now 
slightly more than 1 previous unit, sufficient to disturb some 
cases on large doses already on the borderline’ of 
hypoglycaemia. Again, the more widespread use of 
protamine-zinc-insulin leads to hypoglycaemia at_ night, 
which he particularly mentions. This type of insulin is 
weak but long-acting, and with it glycosuria persists after 
carbohydrate food by day, but the patient becomes sugar- 
free during the night and liable to hypoglycaemia then. 
The tendency is, without appreciating this, to try to 
control the day’s glycosuria by increased dosage and so to 
cause more hypoglycaemia at night without controlling the 
day’s glycosuria much better. The different strengths of insulin 
do lead, and always have led, to mistakes, and this has been 
made worse recently by the fact that diabetics have not always 
been able to get their usual brand and strength of insulin. 
There is, unfortunately, no uniformity of colour or script in 
the labels of our various manufacturers. The makes and 
markings of insulin syringes too are extremely variable, and 
until both the labelling of insulin and the markings of insulin 
syringes are standardized nationally, hypoglycaemic disasters 
will remain unnecessarily frequent. 

2. A probable cause of increased hypoglycaemia in the last 
3 months is the extreme contrast between our sedentary winter 
and active summer life, unusual exercise being in my experi- 
ence the commonest cause of hypoglycaemia. The contrast 
between the sedentary habits of a “ black-out” winter and 
the emergence to spring activities. often unwonted gardening 
and digging, etc., is more marked than ever and almost certain 
to produce hypoglycaemia unless some 10 to 20 units less is 
taken. All active diabetics need less insulin or more food for 
active in contrast to resting conditions. 

3. The tendency of long-standing insulin cases to become 
unaware of the early premonitory symptoms of hypoglycaemia 
and to pass directly to a severe condition of confusion or coma, 
necessitating calls for a doctor, has recently been pointed out 
(Lancet, 1941, 2, 602). 

4. I do not think diminished protein intake has any direct 
influence in increasing hypoglycaemia, but it should be remem- 
bered that loss of body weight nearly always results in the 
need for less insulin. 

5. And Dr. Sutherland-Rawlings’s phrase “the lack of 
trained personnel at the diabetic clinics due to the war” 
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touches the problem at its roots. In my opinion the successful 
treatment of diabetics, especially out-patients in large numbers, 
requires special departments with experienced permanent staffs, 
and these have been all too few, even before the war large 
areas of the country having none to serve their large diabetic 
populations eager for help. Even with considerable experience 
in treating diabetics, I know that I could not personally super- 
vise many without an organization and experienced helpers ; 
nor, without facilities for studying in-patients carefully for 
2 weeks, be able to change a “chronic unbalanced diabetic 
invalid” to a normal working citizen, as is frequently the 
privilege of such clinics as ours. I earnestly hope that post- 
war planning will include regional diabetic centres with the 
skilled medical help that is often essential. They are cheap 
and easy to start and fascinating to run. 

I find Dr. Sutherland-Rawlings’s questions most stimulating 
and hope my attempt to answer them is not too long. 
I am, etc., 


R. D. LAWRENCE, 


London Diabetic Department, King’s College Hospital 


Immunization and Age Incidence of Diphtheria 


Sir,—An argument commonly used to support the value of 
vaccination against small-pox is that vaccination, when rigidly 
enforced, altered the incidence of the disease from childhood 
to adults. In studying the effects on age incidence of 14 years 
of diphtheria inoculation in children one might reasonably 
expect the same phenomenon to occur, and that this is so is 
shown by the accompanying table, which relates to the Tiverton 
Rural District. 


No. of Cases Age in Years 


Period 6080 ee - — 

Notihies 0-14 15 and Over 
1928-32 115 77 38 
1933-37 35 2% 9 
1938-42 ' . 20 8 1? 


In studying these figures one must bear in mind that inocula- 
tion only reached an effective percentage in the second 5-year 
period. Also that in the last period the child population was 
almost doubled by child evacuees from London and other parts, 
the great majority of whom were unprotected and had to be 
dealt with locally. Although this ratio of adults to children 
has become reversed. the absolute decrease has affected both 
groups favourably, due in part, of course, to steady transfer of 
children to the adult group. 

It is interesting to speculate as to what the figures would 
have been for children without inoculation. If the same ratio 
has held for the last 5 years, as in the case of the previous 
two periods, we should have expected 30 to 40 cases instead 
of 8, which was the actual figure ; and, furthermore, if we con- 
sider the increase in the child population and the inevitable 
overcrowding in a reception area the figures might easily have 
been much greater.—We are, etc., 

Auprey Z. Baker, B.Sc., M.R.C.S. 
G. NicHoison, M.D., D.P.H., F.R.C.S. Ed. 


Tiverton 


Cardiac Massage or Injection 

Sir,—In your issue of May 23 (p. 651) Dr. Alan Easton gives 
an account of a successful cardiac massage which is evidence 
of his skill not only as a surgeon but as a story-teller. Of 
the justice of one phrase I am, however, doubtful: “I did not 
waste time giving injections of coramine or adrenaline.” 

I am reminded of an afternoon 8 years ago when 
Dr. W. W. McLean and I were riding our tired horses into 
camp at Dochen, a small and dirty village on the plain of 
Tibet at an altitude of about 14,000 feet. News came in that 
our interpreter and the local postman had succeeded on that 
vast plain in colliding, rather as two aircraft may collide in 
an empty sky, with such violence that both had fallen to 
the ground. We rode back to find that the interpreter had 
broken only his little finger, but that the postman’s right 
clavicle was a mess. He was not an easy patient. and the 
interpreter was too far gone in self-pity to be of much assis- 
tance in pre-operative reassurance. Rashly, I decided to give 
him chloroform, for though I had plenty of percaine he would 
not lie still enough for me to use it, and ether is no good at 
great altitudes. He liked the chloroform and went rapidly 
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and quietly to sleep. McLean reduced the fracture. At that 
moment circulation and respiration ceased, apparently together. 
After a minute or two of unsuccessful artificial respiration 
I filled a syringe with coramine, fitted it to a lumbar puncture 
needle, and struck for the heart. Almost at once the heart 
began to beat, and a minute later, after further artificial 
respiration, natural breathing began. 

Of course it may have been the lumbar puncture needle, but 
I have had an affection for coramine ever since. In 
Dr. Easton’s predicament I would try it again while sister is 
running upstairs to fetch the scalpel from the store-cupboard. 

-I am, etc., 

RAYMOND GREENE. 


Vitamin C for Communal Kitchens 

Sir,—May I express my strong agreement with the excellent 
suggestion of Dr. Edna Williams (May 16, p. 623) that part 
of the daily vitamin C content of meals be supplied in com- 
munal kitchens by the use of blackcurrant and rose-hip purée 
instead of chocolate, etc., with puddings. May I make the 
additional suggestion that people and organizations in the 
country should provide hip preparation for city communal 
kitchens, or, if the jam manufacturers would supply a hip 
purée of high vitamin C standard, the national hip syrup 
could be left for infants and invalids. ; 

With regard to the question of vitamin C and raw salads, 
Dr. Edna Williams is clearly right in stressing the extra work 
involved in the preparation of salads, but in stating that salads 
are expensive she is, I think, confining her attention to the 
salad made mainly out of lettuce. This is by no means the 
only or even the pleasantest form of salad procurable. If 
grated raw carrots and beetroots, grated swedes or turnips, 
shredded cabbage hearts, chopped curly or other kale, chopped 
beetroot, turnip, and celery tops; or chopped brussel sprouts 
are used the salad should be extremely cheap, especially as 
less than one-third of the vegetables used for cooked dishes 
are necessary for consumption in the raw state. Once the 
importance of an adequate supply of vitamin C for the whole 
population is fully recognized and the provision of it accepted 
as worthy war work, it should be possible to surmount the 
difficulty of extra labour by the use of voluntary work specili- 
cally allocated to this end. Elderly housewives or mothers of 
small children who are in nursery or other schools during the 
morning could be organized in shifts so that the necessary work 
of raw salad preparation for each kitchen could be covered 
without taxing the regular workers at the canteen. 

One further point is worth consideration. Oxidation of raw 
food can be greatly minimized by adopting the following 
measures: (1) so plan the work that the minimum time possible 
elapses between preparation and serving: (2) see that all 
material prepared for salads is covered as soon as it is peeled, 
grated, or chopped ; (3) use stainless steel knives and enamel 
containers ; (4) light dressing of the salads. 

If such a scheme of organized voluntary help could be 
worked out individually and locally by each kitchen, those 
most important members of the community who are fed by 
communal kitchens would have great benefit.—I am, etc.., 

Buckland Common, Herts CLAIRE LOEWENFELD. 


Can Vitamins Help the Workers ? 

Sir,—A statement appearing in the leading article (June 13 
p. 726) is erroneous. You refer to observations made “ under 
war conditions” in Scotland. This work was carried out in 
1938. Publication was suppressed by the Medical Department 
of the Admiralty. The results of the German experiment, using 
two million school children, thus confirm the findings of the 
earlier workers. I should be glad if you would publish this 
letter,—I am, etc., 

A. J. GLAZEBROOK, 

Royal Infirmary, Edinburgh Surg. Lieut.-Cmdr., R.N. (ret) 


Spread of Scabies by Fomites 
Sir,—In their article on the treatment of scabies (June 6 
p. 685) Prof. R. M. Gordon and Dr. D. R. Seaton quote the 
authority of Hebra and Mellanby against the transmission of 
scabies by fomites, and of MacCormac, Small, and Munro in 
its favour. Now Mellanby found that in his “successes” it 
took ‘from 4 to 7 weeks for the disease to become clinically 
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recognizable, and the best part of 2 months for it to reach 
the stage of severity at which the patient might be expected 
to seek treatment. My personal experience bears this out. 
Where treatment has been adequate to effect an immediate 
apparent cure but inadequate to eradicate the disease, the first 
sign of relapse is detectable in the fourth week after treatment, 
and by the sixth or seventh week a generalized early scabies 
is present. I have not a copy of Munro’s paper by me, but 
if | remember rightly he claimed rapid generalized infestations 
in about 10 days. I remember thinking that his series was 
too small and not followed up for long enough to be statistically 
significant. The fact that a generalized infestation was found 
so soon after exposure suggests to me that Munro may have 
had the bad luck to include in his series of volunteers at least 
one and possibly more who were actually incubating the 
disease. 

From the practical point of view my experience bears out 
Mellanby’s experiments. I had been trying to evaluate treat- 
ment for some 6 months before his article appeared. After 
reading it I dispensed entirely with any precautions concerning 
fomites, and my results were unaffected. In view of the facts 
adduced it seems to me that while fomites can transmit the 
disease their importance has been very greatly overrated, and 
that they can for practical purposes be neglected.—I am, etc.. 
I. C. Monro. 


Public Heaith Department, Elgin 
The Rheumatic Lung 
Sir, With reference to your annotation on this subiect 


(June 13, p. 728) I would point out that I was probably the 
first to call attention to this condition. In my Manual of 
Diseases of Children, published in 1905, the ‘following sentence 
occurs: “It may be also, as in a case recently under my care, 
that pneumonia may occasionally be caused by the specific 
organism of rheumatism.” No notice has ever been taken of 
this statement. All references to this subject are of a very 


much later date.—I am, etc., 
Edinburgh JAMES BURNET. 
Standardized Wassermann Reagents 
Sir,—Dr. W. Neville Mascall (June 6, p. 706) advocated the 


establishment of central serological laboratories for carrying 
out the Wassermann test. While we do not venture to criticize 
his reasons, we wish to suggest that one central laboratory 
might also provide approved laboratories with standard 
Wassermann reagents when required. These reagents used in 
a standardized technique would contribute to uniformity in 
results sent to the clinician, upon whom falls the responsibility 
of making a decision when laboratory reports differ from his 
own findings 

Many field workers appreciate the routine use of stan- 
dardized agglutinable suspensions in making comparable Widal 
tests, and therefore there is a reason for extending the prin- 
ciple of using standardized reagents by those workers who wish 
to maintain uniformity of results continuously in the Wasser- 
mann test with its greater number of variable reagents. 
Different procedures in carrying out the Wassermann test by 
skilled workers give rise to a small percentage of discrepant 
results, and this alone warrants the provision of standardized 
reagents to the field laboratories in which much time and 
labour would be eliminated in the routine preparation and 
standardization of small batches of reagents.—We are, etc., 

J. L. G. IREDALE, 
Pathologist and Bacteriologist, Derbyshire County Council 


H. R. M. RICHARDs, 


V.D. Officer, Derbyshire Royal Infirmary. 


Intravaginal Packs 


Sir,—Let me throw my weight (such as it is) on the side 
of Dr. Mary Barton and Dr. Isabel Gardner. I cannot agree 
with Dr. Margaret Hadley Jackson’s assumption that whatever 
is introduced into the vagina must be sterile, or what becomes 
of copulation? The vagina is resistant to infection and trauma, 
for structure is determined by function. 

I see a lot of women. and I always ask what sanitary and 
contraceptive devices they use. No correlation between infec- 
tion and intravaginal applications appears to exist. I do con- 
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stantly find sores caused by externai pads, which are almost 
incompatible with active life. 

Last traces of savage “tabu” remain in dusky corners of 
the mind. One concerns the vagina, another the eyes of animals 
used for food, and even of potatoes. They may have an 
aesthetic, dramatic, poetic, or religious significance, but they 
have nothing whatever to do with medicine.—I am, etc., 

Bursledon. L. T. CARDEN. 


Sedimentation, Rheumatism, and the Weather 

Sir,—It has long been recognized that arthritic persons can 
often foretell a change in the weather by the condition of their 
joints. Changes may be both objective (increased redness or 
swelling) and subjective (increased pain). The latter alone is 
very common. 

Although the relation between menstruation and the blood 
sedimentation rate has been investigated by many observers 
(with conflicting results as it happens), the relation between the 
weather and the blood sedimentation rate has not, to my know- 
ledge, been investigated. It has been noted several times in 
the last six months that the blood sedimentation rate of rheu- 
matoid arthritic patients rises when the weather is about to 
become cold and damp, the increase varying from 5 to 15 mm 
in the first hour. Unfortunately circumstances have not per- 
mitted a fuller investigation as yet—-hence this brief note. 

The arthritides form one of the largest groups of minor ill- 
nesses causing absence from work and are a national problem, 
and any factor which may possibly throw light on_ their 
zetiology requires investigation. The fact that the arthritides 
are related to climate is also well known, England being very 
badly off in that respect. 

It is suggested that: (1) the relation of the normal blood 
sedimentation rate and the weather should be investigated ; 
(2) the relation between the blood sedimentation rate of the 
rheumatoid arthritic and the weather should be investigated 
in the hope that something of value may be discovered.— 
l am, etc., 

Epsom BRANDON LUSH. 


Changes in Stored Blood 

Sir.-I am a layman who, since 1934, has been responsible 
for blood transfusion over a fairly wide area, and who has 
seen during this period well over 2.000 transfusions. I have 
read many interesting articles on the subject which appear 
from time to time in your Journal. 

There is a matter concerning the use of stored blood to 
which I feel attention should be drawn. Haemolysis will 
occur in a small percentage of bottles of stored blood, how- 
ever much care is taken with technique, due either to the 
increasing fragility of the red cells by the passage of time or 
to some infection. By the time the doctor has the bottle 
placed in his hands it has, even if most carefully handled, and 
if only carried up a flight of stairs, been shaken sufficiently to 
make it impossible for him to tell whether haemolysis has 
begun in the bottle or not. I therefore humbly suggest that 
unless medical men are prepared always to have absolute per- 
sonal control of the refrigerator, it is essential that all hospital 
personnel should know: 


1. That citrated blood settles in layers. the lowest layer 
being the red corpuscles. 

2. That if there is no haemolysis present the upper limit 
of the red cells should show a clear-cut line with the straw 
colour of the lower layers of the plasma, etc. 

3. That haemolysis first appears at the top of this lower 
layer of red cells, and that if this clear-cut line is blurred by 
a pink coloration the bottle should be rejected, carefully re- 
placed in the refrigerator, and left for expert examination. 

4. That only bottles showing a clear-cut line between the 
red cells and the upper layers should be handed to the 
doctor. 

5. That all bottles should be lifted from the refrigerator 
most carefully and examined macroscopically, in a good 
light, for the above conditions. 


I suggest that if lay persons responsible for removing stored 
blood were well acquainted with these facts, a certain percen- 
tage of reactions and rigors about which one reads might be 
eliminated, it being impossible, in certain circumstances, for 
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doctors to spare the time to visit refrigerators, and equally 
impossible for them to judge the original condition of the 
stored blood once it has received a shaking.—I am, etc., 
ALEc E. BLAXILL. 


Colchester. 


The Midwife and Child Health 


Sir,—In sparsely populated rural districts where self-reliant 
midwifery and home nursi.g must be made available, it is 
reasonable to combine these voluntary services with such of 
the statutory services as can conveniently be carried out by one 
individual. By co-operation of the health authority with the 
local nursing association the village nurse develops into a far 
more important and complex agent. She becomes the district- 
nurse—midwife—infant-visitor. This comprehensive appoint- 
ment appeals strongly to a certain type of nurse who, after a 
few years in her district, may see the results of her handiwork 
and of her wise counsel in a school medical inspection showing 
a clean bill of health. 

At one time I considered, mistakenly, that a midwife could 
not be expected to carry out this part of a health visitor's 
work, and many midwives themselves shared this opinion and 
were unwilling to undertake infant visiting. The midwife is, 
however, very definitely given her marching orders in the 
Central Midwives Board’s pamphlet on ante-natal care. Here 
such phrases are used as: “The midwife may do much to 
inculcate among her patients a knowledge of mothercraft 
and a health sense that may spread beyond those she herself 
attends *: and, further, “ Her special advice and management 
suited to the patient’s character and circumstances will lead to 
the greatest proportion of normal child-bearing and healthy 
up-bringing of the children born.” 

I have met many midwives who scarcely knew what a baby 
looked like after three weeks. I have also met many who 
have had experience not only of delivering infants into the 
world but also of caring for them throughout their tender 
years. There is no comparison between the two jobs as regards 
fullness of interest and broadness of outlook. The results in 
well-being of the children and confidence of the parents are 
also excellent.—I am, etc., 


Hitpa M. HA .wipay. 


Nurses in Hospital 

Sir." Naval Patient” writes (June 6, p. 710) hoping 
“opportunity may occur to repay [to the nursing staff] the 
debt which one owes for so much kindness and consideration.” 
Surely such a chance is not far to seek. His previous sentence 
suggests a method when he writes: “They are poorly paid, 
badly fed. and treated in their off-duty time like children.” 
By whose apathy does such a state of things occur? Have not 
doctors had a directing voice in running hospitals from their 
inception? Are not their wishes and convenience partly re- 
sponsible for the conditions affecting nurses to-day? They 
have so long allowed the idea that nurses are their servitors 
that lay committees have become affected and have, in their 
turn, accepted as inevitable an attitude of, “ Serve the doctors 
first.” 

“If the doctors think the hospital must be run like this, I 
suppose it must. They ought to know,” said a Board member 
recently who would not have tolerated working conditions for 
his factory such as he agreed to in his sphere of influence at 
the hospital. , 

Nurses are badly handicapped in their own efforts to secure 
reforms by the sacrosanct aura that has been allowed to per- 
vade hospital management. Here is the chance for “ Naval 
Patient ~ and others to act, and to co so now while all kinds 
of “reorganization™ are in the air we breathe and in the 
Press which keeps us mentally alert.—I am, etc., 

Northwood, Middlesex ESTHER CARLING. 


Sir,—On June 6 you printed a letter from “ Naval Patient ” 
under the heading “ Ways They Have in Hospital.” The con- 
cluding paragraph in which he pays tribute to the cheeriness 
and efficiency of the nursing staff in spite of long hours, petty 
restrictions, poor food, and low pay particularly interested me. 
1 also would like to chronicle some of the “ways” as they 
affect nurses, and by way of illustration I give the facts of 
two cases which | think are fair samples of many more and 
even sadder cases. 
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Case /.—A nurse, newly trained, with an excellent hospital 
record, took up work at a maternity hospital at one of the 
best-known South Coast resorts, where her duties were mainly 
in the slum districts. She contracted phthisis, and, although 
both her fellow nurses and even her patients commented on 
her thin and wasted appearance, nothing was done for her 
in the way of examination or treatment. Matron was too busy. 
Only when she became too weak to do her round was she 
sent to bed, where she got neither treatment nor examination. 
She was allowed up after a few days, at her own request, only 
to collapse with a sharp attack of pleurisy. At that stage she 
was examined, and a large cavity in one lung and T.B. in the 
sputum were found. She was sent home, a living skeleton, 
with an assurance of a month to live. X-ray showed damage 
to the other lung. She is still alive after some years, but owes 
her life not to any effort of the hospital but to the loving care 
of her sister, also a trained nurse, and to the fact that a sunny 
private home in the country was opened to her. 

Prisoners are weighed periodically, and charts of the results 
show at a glance whether there is any deterioration of their 
health. Nurses, of course, are not worth this trouble. 

Case 2.—-A probationer nurse nearing the end of her third 
year at one of the leading provincial hospitals had a series of 
fainting attacks while on duty. Occasionally she had collapsed 
in the street, and twice did so in my house where she came 
for her holiday. She had a V.S. murmur in the mitral area, 
and, as I judged, a progressive lesion. I wrote to the matron 
giving my medical opinion, and asking her to arrange with 
the superintendent that she might be seen by a specialist at 
my expense. The only action taken was that she was put 
on “light duty,” which included climbing several flights of 
stairs during the day. Not till she collapsed in the ward was 
she examined, and then she was put to bed for 10 days. I can 
imagine a rich paying patient under like circumstances being 
put to bed for 10 days only! Since then she has developed 
severe “rheumatic pains and swellings” of both knees, and 
finds it difficult to hobble round the wards. 

Matron is not told because “nurses are there to nurse, not 
to be nursed.” This is the stock mental placebo with which 
authority condones its damnable, shameful, callous carelessness. 
I don't apologize for the adjectives: criminal negligence would 
rerhaps be the more just term. Perhaps in the long journey 
from “pro.” to matronhood the perpetual diet of rice or 
ersatz custard and rhubarb in summer and rice or ersatz 
custard and prunes in winter has purged away all the kindly 
and humane consideration for her younger sisters. Many 
matrons seem, after a time, to have reached a chrysalis stage 
bound about by red tape and regulation, and without prospect 
of emergence. This attitude of regarding nurses as mere 
hospital fodder is a disgrace to medicine; the cases | have 
mentioned can be duplicated over and over again at almost 
any hospital. 

An investigation of the conditions of work, rest, recreation, 
and feeding is long overdue. Let a start be made with a follow- 
up history of nurses who do not complete their training, and 
I fancy complacency will be shocked.—I am, etc.. 


Stoke Poges W. L. Peacock. 


Rationing of Fuel 
Sir.—In reply to Dr. C. Killick Millard (lune 6, p. 710), I 
am advocating adequate warmth in the rooms of twenty-two 
million wage-earners, not the somewhat different necessity of 
1 do not need to be reminded 


cooling down the well-to-do. 
Every Bill ts 


of the beneficial “object™ of the fuel Bill 
announced by every Government as pure in conception and 
beneficial in character. If this were not so, no Government 
would last a day. Unfortunately mysterious causes not in- 
frequently produce repulsive results from governmental good 
intentions. the sum total of which is a second world war. I 
leave the coming winters to answer Dr. Millard in full.—I 
am, etc., 

Brighton 


R. L. Worratt. 


The seventy-ninth meeting of the British Pharmaceutical Con- 
ference will be held in London on Wednesday, July 22, at the 
Waldorf Hotel, Aldwych. Communications should be addressed 
to the Honorary Secretaries, 17, Bloomsbury Square, W.C.1 
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Obituary 





Dr. RaLpH Epwarp Loney of Wrenbury died suddenly in 
a hospital at Chester on May 29. He was the second surviving 
son of Peter Loney of Carlton Street, Edinburgh, and was born 
in 1873. He studied medicine at the University of Edinburgh 
and graduated M.B., C.M. in 1896, after which he was resident 
physician in the Edinburgh Royal Infirmary and assistant 
surgeon at Tewkesbury Hospital. Dr. Loney then went to 
practise near Norwich, in Cheshire, and was. appointed medical 
officer for the Wrenbury District. He joined the British Medical 
Association in 1910 and was chairman of the Crewe Division 
from 1934 to 1940. 

Dr. Henry Robinson writes: I was pleased to see in the 
Journal of June 20 a notice of the career of MORLEY ROBERTS, 
who took such a deep interest in many medical problems. 
Your contributor made no mention of what was in my opinion 
far and away his high water mark in fiction. He published 
a long string of novels most of which had but moderate success 
and did not deserve anything more. But Time and Thomas 
Waring, a novel with a mainly surgical theme, which he wrote 
more than thirty years ago, really was a fine piece of work 
and should not be allowed to fall into oblivion without at 
least this brief tribute. 


Medico- Legal 














DISCIPLINARY PROCEDURE OF G.M.C. 
Court of Appeal Decision 


In the Court of Appeal on June 17 judgment was delivered 
by Lord Justice MacKinnon, Lord Clauson, and Lord Justice 
Goddard on an appeal against the finding of a Divisional 
Court on the case of Dr. Eric Dickens Spackman, who had 
applied for an order of certiorari and mandamus against the 
General Medical Council to restore his name to the Register. 

Lord Justice MACKINNON said that in December, 1940, a 
Divorce Court heard the petition of a Mrs. Pepper who asked 
for a decree of divorce from ner husband on the ground of 
his cruelty. The husband denied the allegations and put in a 
counter-petition on the ground that his wife had on various 
occasions committed edultery with Dr. Spackman. At the 
conclusion of the hearing, which lasted for more than a week, 
Mr. Justice Langton dismissed the wife's petition, found that 
the wife and Dr. Spackman had committed adultery, and 
awarded the husband £1,000 damages against the doctor. 
Dr. Spackman was summoned before the General Medical 
Council in November, 1941, on the charge that he had been 
found guilty by decree of the Divorce Court of adultery with 
a married woman with whom he stood in professional rela- 
tionship. Mr. Hempson, the solicitor representing the practi- 
tioner, said that he admitted the professional relationship but 
disputed the fact of adultery. He desired to call further evi- 
dence which in Mr. Hempson’s opinion was very material and 
which was not called in the Divorce Court. It had not been 
called owing to an error of judgment of the then legal advisers 
of the practitioner. At the end of the discussion the President 
said that the Council could not accede to the submission on 
behalf of the respondent and was not prepared to hear fresh 
evidence. The Council held the facts alleged to have been 
proved, judged Dr. Spackman to have been guilty of infamous 
conduct in a professional respect, and instructed the Registrar 
to erase his name from the Medical Register. 

In January, 1942, Dr. Spackman applied for an order of 
certiorari and mandamus against the Council for the purpose 
of quashing the direction by the Council to erase his name. 
He did so on the ground that the Council had found him 
guilty without holding due inquiry uncer sect. 29 of the 
Medical Act, 1858. This application was heard by the 
Divisional Court on March 31, and two of the three judges 
(Mr. Justice Singleton dissenting) held that there was no 
ground for acceding to the application. [A full report of the 
proceedings before the Divisional Court appeared in the 
British Medical Journal of April 18, p. 510]. 

“I cannot agree with the view of the majority of the 
Divisional Court,” Lord Justice MacKinnon continued, “ and 
with the reasoning of Mr. Justice Singleton I entirely agree. 
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| adopt his judgment in its entirety for allowing this appeal. 
The language of sect. 29 draws a sharp distinction between 
conviction of criminal offences and other misconduct. In the 
former case mere proof of conviction gives the Council the 
right to direct the Registrar to erase the name of the medical 
practitioner from the Register; in the latter case this can 
only be done after ‘due inquiry.. ‘ Due inquiry’ cannot imply 
the formal exactness of a trial in a court of law, for the 
Council has no power to summon witnesses or to administer 
an Oath ; it could have had the shorthand notes of the hearing 
before Mr. Justice Langton. But “due inquiry’ does involve 
full and fair consideration of any evidence the accused desires 
to offer, and, if he tenders them, hearing his witnesses. The 
only mistake of the Council—or perhaps that of their Legal 
Assessor—was in the assimilation of the hearing before them 
to a hearing in the Court of Appeal, and the consequent ruling 
that further evidence was not to be heard. A hearing before 
the Council is not in any sense like an appeal before any other 
tribunal, and the analogy is false and misleading.” 

He thought therefore that the decision of the majority in 
the Divisional Court was incorrect and that this appeal should 
be allowed. He added that he did not think there was any 
ground for the apprehension that “due inquiry” in such a 
case might involve the General Medical Council in a lengthy 
hearing comparable with that which took place before 
Mr. Justice Langton. He had said that the Council in such 
a case was perfectly entitled to the shorthand notes of the 
evidence given in the Divorce Court. The one and only 
criticism was the unfortunate refusal to hear further evidence on 
behalf of the accused. If these witnesses had been called and 
the Council had still come to the same conclusion quite possibly 
no objection could have been raised. The appeal must be 
allowed and the order asked for granted. 

Lord Justice GODDARD agreed with Lord Justice MacKinnon 
and with Mr. Justice Singleton except on one minor point. 
Mr. Justice Singleton had said that if the fresh evidence had 
been heard it might have resulted in mitigation of sentence. 
But the evidence was not tendered for that purpose, but solely 
to prove that there had not been adultery. It might be that 
when a medical practitioner had been found guilty of so grave 
an offence as adultery with a female patient the Council could 
pass no other sentence than erasure. In certain other cases 
it suspended pronouncing judgment after having found the 
facts proved, but it had never taken that course, he thought, 
in a case of adultery. In was not a question of having the 
adultery proved in the sense that they must have witnesses 
to the adultery before them. The Council could accept the 
decree as prima facie evidence that adultery was committed, 
but if the respondent desired to dispute the finding they must 
not refuse to hear his witnesses. It was said that there was 
no power to compel the attendance of witnesses or to admin- 
ister the oath, but neither was there in the other cases in 
which it was necessary for the Council to hear evidence. This 
difficulty was more apparent than real. 

Lord CLAUSON said that he was in complete agreement with 
what the other lords had said. 


Leave to Appeal to House of Lords 


Mr. D. Bartley, counsel for the General Medical Council, 
asked for leave to appeal to the House of Lords. The matter 
was of considerable interest fo his clients. It was not an isolated 
case at all. 

Lord Justice MacKinnon, after consultation with the other 
lords, said that in view of the fact that there was a difference 
of judicial opinion in the Divisional Court leave to appeal 
would be given. 

Mr. Cecil Havers, K.C., for the applicant, asked formally 
for a writ of certiorari and mandamus. 

Mr. Bartley submitted that mandamus was quite unneces- 
sary. The Council would have to obey the order of certiorari 
and put the name of the practitioner back on the Register 
pending the hearing in the House of Lords and pending the 
further inquiry by the Council. 

Mr. Havers said that all he wanted was the name back on 
the Register. 

Lord Justice MacKinnon: That you get by certiorari. 

The order of certiorari was made. 

The solicitors for the applicant were Messrs. Hempsons, on 
behalf of the Medical Defence Union; and for the General 
Medical Council Messrs. Waterhouse and Co. 
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The Services 











Surg. Comdr. C. Keating, R.N., Acting Surg. Comdr. G. F. S. 
Parker, R.N.V.R., and Prob. Temp. Surg. Lieut. R. Stewart, 
R.N.V.R. (missing, presumed killea), have been mentioned in 
dispatches. 

The M.C. has been awarded to Capt. (Temp. Major) P. H. 
Newman, D.S.O., R.A.M.C., in recognition of gallant and dis- 
tinguished services in the field. 

Flying Officer R. Cargill, R.A.F.V.R., has been mentioned 
in dispatches by his Air Officer Commanding-in-Chief. 


CASUALTIES IN THE MEDICAL SERVICES 

Group Capt. HUGH WoLFE CorRNER, R.A.F., who is reported 
missing, believed killed as the result of enemy action, was born 
at Inverness. In the war of 1914-18 he held a commission in 
the Loyal North Lancashire Regiment and afterwards with the 
Cameron Highlanders, and served in France. After the war he 
studied medicine at the University of Aberdeen, where he 
graduated M.B., Ch.B. in 1922, proceeding M.D. in 1929, and 
was admitted M.R.C.P.Lond. in 1935. After a period in 
general practice at Bournemouth he entered the R.A.F. as flying 
officer in 1924, was promoted flight lieut. in 1926, squadron 
leader in 1934, wing cmdr. in 1937, and recently group capt. 
While serving in the R.A.F. he carried out investigations into 
medical problems connected with aviation, and was awarded 
the A.F.C. in 1941. He contributed a paper entitled “ Bacillary 
Dysentery: A Summary of Treatment” to this Journal in 1935. 
He leaves a widow and two children. 

Missing.—Lieut. W. F. J. Weston, R.A.M.C. 

Prisoner of War (Unofficial).—Major J. D. A. Gray, R.A.M.C. 








EPIDEMIOLOGICAL NOTES 


Discussion of Table 
In England and Wales the notifications of scarlet fever, 
diphtheria, acute pneumonia, cerebrospinal fever. and dysentery 
were fewer than in the preceding week, but the incidence of 
whooping-cough and measles increased. 

The figure for diphtheria, 583, was the smallest weekly total 
recorded during recent years, and was 6 below the previous 
lowest figure recorded in 1940. More than one-sixth of the 
total cases were notified in Lancashire. 

There were 67 fewer cases of acute pneumonia than in the 
preceding week. Of the 794 notifications almost one-third 
occurred in the two counties of Lancashire, 148, and Yorks 
West Riding, 111. 

The number of cases of measles, which had been rising by 
over 700 cases a week during the past month, was only 84 
above the number recorded during the preceding week. In the 
South-Eastern Counties the higher incidence continued, and the 
largest weekly totals during the present epidemic were recorded : 
London 856, Surrey 544, Kent 466, Sussex 106, Hampshire 195. 
The greatest rise was that of Kent, where there were 114 more 
cases than in the preceding week. Staffordshire and Derby- 
shire, with increases of 47 and 67, were the only other counties 
with an appreciable rise. In the remainder of the country the 
tendency was for a drop in incidence, the largest fall being 
recorded in Middlesex (755 cases, or 130 fewer than in the 
previous week). 

Over one-third of the total cases of dysentery occurred in 
Yorks West Riding: 11 in an outbreak in Bradford and 22 
further cases in the outbreak in Wortley R.D. The 12 cases in 
Lancashire were distributed among five administrative areas. 

In Scotland the notifications of diphtheria, measles, and 
scarlet fever were slightly higher. Measles was still increasing 
in Glasgow (900 cases, compared with 785 in the previous 
week); but in the rest of the country declining incidence 
brought the total to only 13 in excess of the preceding total. 

In Eire there was a relatively large rise recorded in the num- 
ber of cases of measles and scarlet fever. The latter was spread 
over twenty-six areas, but measles was confined mainly to 
Dublin, where 70 cases were recorded. For the second con- 
secutive week a case of typhus fever was notified in Co. Mayo, 
Westport U.D. 

In Belfast 368 cases of measles were notified during the week 
—a decrease of 4. 


Returns for the Weck Ending June 13 
The notifications of infectious diseases in England and Wales 
during the week included the following cases: scarlet fever 
1,025, whooping-cough 1,350, diphtheria 637, measles 6,655, 
acute pneumonia 687, cerebrospinal fever 140, dysentery 55, 
paratyphoid 7, typhoid 7. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended June 6. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for : (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for; (a) The 126 great towns in England and Wales (including London). (+) 
London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash denotes no cases ; a blank space denotes disease not notifiable or no 
return available, 




















1942 1941 (Corresponding Weck) 
Disease = — 
(a) | (b) | Cc) | (dd) | fe) (a) | (b) | (c) 1 (d) | (e) 
Cerebrospinal fever. 127 9 38 2 3 254) 16) 56 2 4 
Deaths - 2 . 5 
Diphtheria S87} 23) 179) 39) 25 886; 42] 180} 23) 21 
Deaths me : s ! 2 2 17 l 6 2 l 
Dysentery ; + 100 8 4s 113 4; 45; — — 
Deaths : ; - -_ e 
Encephalitis lethargica, 
acute , ; I - | — - 3} - 1 
Deaths - - ij — 
Enteric (typhoid and 
paratyphoid) fever 101 6| 45 7| — 
Deaths a 2;—i— 
- a ae — a _ a 
Erysipelas oe ; 46 7 2 6i; 10 6 
Deaths ' —j|-— 
Infective enteritis or 
diarrhoea under 
years 44 
Deaths “- 32 l 10 4 I 24 l 5 6 4 
Measles 7,279] 856) 1,003) 109] 373§13,031} 335) 146 6 
Deaths 12 2 3 1 1 11 1 2; — | — 
Ophthalmia neonatorum 11! 3 28 2 ] 82 5} 18 - 
Deaths 
Paratyphoid fever : 10) — 1| I 
Deaths - 
Pneumonia, influenzal* 794) 43 3} - SS 1,161) 49) 11 2 5 
Deaths (from influ- 
enza) 15 2 2 24 2 2 _ 
Pneumonia, primary 236} 23 251 
Deaths : nee 29 6 1 38 12 5 
Polio-encephalitis, acute ! 
Deaths ‘ - | 
Poliomyelitis, acute 1 1} 5 2} l 1 
Deaths 
Puerperal fever 2 18 4 4 4] 23 
Deaths . 
Puerperal pyrexia 170} 10 20 2 128 9 «617 2 
Deaths 
Relapsing fever - 
Deaths | 
Scarlet fever .. 1,058} 41} 217] 74) IM 1,114) 66] 149) Sa) 47 
Deaths | | — l l 
Small-pox ! - 
Deaths ~ . . — 
Typhoid fever 5 I 4 10 ! 
Deaths ba 1 1 
= em im | 
Typhus fever - l ~ 
Deaths 
Whooping-cough 1,137) 103 65} 29) Lif 4,121) 130) 440 8 
Deaths g' | | 2? | 16 = 





Deaths (U-1 year) 335i] 30 ory 
Infant mortality rate 
(per 1,000 live births) 


32 | 2s 60) 46 10 


| 


| | 








Deaths (excluding still- 


| 
| 
| 
| 
| 
| 
} 





| 
births) 4,263} S551 596} 197| 1149 4,613) 604) 654) 195! 119 
Annual death rate (per J | 
1,000 persons living) 13-4) 13-2) f 14:2 } 10-4 





Live births 5,868 639} 890) 382) 2829 5,110 386} 935| 441) 206 


Annual rate per 1,000 




















| 
| 

persons living | 18-4) 25-5} ft | 19-0} 28:3) 18-6 
Sullbirths : 224 17} 44 136 16] 36) 
Rate per 1,000 total | | 
tirths (including | = | 
stillborn) .. + | 47 3 





* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland 

¢ Owing to evacuation schemes and other movements of population, birth and 
death rates tor Northern Ireland are no longer available 
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Letters, Notes, and Answers 





Universities and Colleges 


UNIVERSITY OF LONDON 
At a meeting of the Senate held on June 17 it was resolved 
that, as a temporary measure during the period of the present 
shortage of medical practitioners, the length of the clinical 
course for the Final M.B., B.S. examination be reduced from 
36 months to 30 months, i.e., 24 months for Part I, and 30 
months for Parts Il and III. 

The title of Professor Emeritus of Anatomy in the Univer- 
sity was conferred on J. E. S. Frazer, D.Sc., F.R.C.S., who 
resigned from the University Professorship of Anatomy at St. 
Mary's Hospital Medical School in March, 1940. 

fhe degree of D.Sc. was conferred on R. V. Christie. M.Sc., 
M.D.. F.R.C.P., University Professor at St. Bartholomew's 
Hospital Medical College. 

UNIVERSITY OF SHEFFIELD 
At its meeting on June 12 the University Council received the 
resignation of Dr. M. A. MacConaill, of his post of lecturer 
and senior demonstrator in anatomy, on his election as professor 
of anatomy at University College, Cork. The Council accepted 
the resignation with regret, and accorded its thanks to Dr. 
MacConaill for his services. 





Mr. L. R. Broster, O.B.E., F.R.C.S., has been elected an Honorary 
Fellow of the American Surgical Association. 

The * Derry Gardens * on the roof of Derry & Toms’s building 
next Kensington High Street Station, will be “ open ” on behalf ct 
St. Bartholomew's Hospital from Monday, June 29, to Saturday, 
July 4, each day from 9.30 to 6 o'clock, Saturday from 9 to I. 

A meeting of the Oxford Graduates Medical Club will be held at 
the Langham Hotel, London, W., at 5 p.m. on Thursday, July 2. 
Sir Farquhar Buzzard is due to retire from the Regius Professorship 
next month, and the meeting of the Club is being called to consider 
nominations for the Regius Professorship to be forwarded to the 
Vice-Chancellor. Tea will be provided at 4.30 p.m. 


When Easton's Syrup is prescribed or demanded in future syrupus 
ferri phosphatis cum stychnina—that is, without quinine—will be 
dispensed or supplied. An amendment of the B.P., 1932, in these 
terms has been announced in the official Gazettes. The substitute 
syrup is prepared in the same way as the syrup it replaces, except 
that the quinine sulphate is omitted. 

Dr. R. J. Maule Horne will retire on July 18 from the post of 
M.O.H. for Poole after twenty-one years’ service, and the council 
has adopted a resolution expressing high appreciation of his out- 
standing services to the borough. 

Beginning with the June issue the Annals of Surgery will hence- 
forth appear also in a Spanish edition. 

During the first week of May there were celebrations in London 
of the jubilee of the Medical Mission Auxiliary of the Church 
Missionary Society, the largest medical organization of its kind in 
the world. It was not the jubilee of medical missions, for the 
Church Missionary Society itself was sending medical men to the 
mission field a hundred years ago; but these men went out for the 
most part in the capacity of medical officers, whose work was neces- 
sary in view of the high’ sickness and mortality rate of the ordinary 
missionaries. Since the auxiliary was founded, as Dr. H. G. 
Anderson, medical superintendent of the C.M.S., told the meeting, 
the Work had grown beyond belief—2,500,000 out-patient attendances 
in a year, and over 90,000 in-patients, with 6,000 beds, carried on at 
a cost which would hardly keep one of the London teaching hospitals 
going. During the last ten years the number of patients has almost 
doubled. In large areas of Africa and the East the C.M.S. hospitals, 
clinics, welfare centres, and leper settlements are caring for one in 
ten of all the patients who come to such institutions throughout the 
world. There are 52 hospitals, 108 branch hospitals and dispensaries, 
and scores of maternity centres. To-day one out of every four 
missionaries of the C.M.S. is a medical missionary—doctor, nurse, 
or medical auxiliary—and undeterred by the stringent demands of 
the time and the uncertainty of the future, the society is appealing 
now for another 25 men and 10 women doctors, 40 nurses, and 30 
persons who would be part-time laboratory workers and auxiliaries 
and part-time hospital managers. A pleasant feature of the celebra- 
tion was the welcome given to veterans of the society, including Dr. 
Herbert Lankester, first secretary of the Medical Mission Auxiliary, 
Dr. and Mrs. H. M. Sutton, who went to Baghdad in 1886, and Dr. 
and Mrs. J. O. Summerhayes, who went to the Punjab in 1893. 





All communications in regard to editorial business should be 
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QUERIES AND ANSWERS 
Autoserotherapy for Hay-fever 
C. E. B. would be most obliged if any reader would give him 
practical advice in the treatment of hay-fever by autogenous sero- 
therapy. The points under consideration are: (a) the optimum 


time to withdraw the blood; (+) usual amount of serum injected; 
(c) method of storing the serum; and (d) question of sterilization, 


A Case of Neurosis 


. W. M. writes: I shall be glad if any of your readers can give 
me suggestions for the treatment of a man of 54 suffering from 
what appears to be a neurosis affecting the soft palate and pharynx, 
He has had catarrh for many years, and some years ago had his 
teeth extracted in an attempt to clear up a chronic infection of the 
pharynx. He cannot wear his dentures—which appear to fit very 
well—without inducing intense nausea and vomiting. The sight of 
food, or the thought of inserting the dentures, is often enough to 
cause this. He is becoming morbidly sensitive about this, with 
definite symptoms of depression. His wife is considerably older 
than himself, and I have a feeling that his sexual life has not been 
normal for some years. 


Income Tax 


War Damage Insurance on Plant and Equipment 
Beta” has paid £45 for the above and inquires whether it is 
deductible for income tax purposes. 


*,." Sect. 84 of the War Damage Act of 1941 provides that 
deductions shall not be allowed in respect of contributions or of 
premiums on policies payable under that Act. That express pro- 
vision renders invalid any argument based on the annual recurrence 
of the expense. 


LETTERS, NOTES, .ETC. 


Hot-water Bottles 


The rubber situation and the total prohibition of the use of alumi- 
nium must mean a serious shortage of hot-water bottles next 
winter, since, we understand, only a limited supply of earthenware 
bottles can be made available. Doctors cannot view this possibility 
for their patients without apprehension, especially when, even if 
there is no actual rationing of fuel, consumption of all forms of 
heating will have to be reduced to a minimum. We understand, 
however, that a satisfactory heat-resisting glass hot-water bottle 
has already been produced, that the makers, all of whose existing 
furnaces are engaged on war contracts, await an official permit 
to build a new furnace before they can start manufacture of these 
bottles in any quantity. The question of priority in wartime for 
new factories’ material and labour is one which must be judged 
by the Supply Departments concerned, but we would urge that 
everything possible should be done to prevent an unnecessary 
shortage which would mean for those who are ill additional 
suffering in the winters’ cold. 


Wanted: Anti-Rh Sera 


On May 2 (p. 561) we published a letter from Dr. P. L. Mollison 
and Dr. G. L. Taylor inviting readers to send them samples of 
sera from certain cases. They asked that samples obtained in 
London should be sent to Dr. Mollison, c/o G.P.O., Sutton, 
Surrey, and all others to Dr. Taylor at the Galton Laboratory, 
Department of Pathology, Cambridge. There has been a misunder- 
standing about the delivery of letters addressed c/o G.P.O., Sutton, 
and Dr. Mollison asks any doctors who have been unsuccessful 
in communicating with him in response to the original letter to be 
good enough to write to him again at 6, Oakwood Court, Benhil} 
Wood Road, Sutton, Surrey. 











